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HE purpose of this report is to present the 

results of the treatment of 278 patients with 
sulfamerazine. This sulfonamide derivative is 2- 
sulfanilamido-4-methyl pyrimidine (sulfamethyldia- 
zine). Its chemistry has been described by Roblin, 
Williams, Winnek and English' and by Sprague, 
Kissinger and Lincoln.? In spite of the fact that pre- 
liminary studies of experimental infections in animals 
indicated that sulfamerazine is fully as active as 
sulfadiazine, it did not until recently receive the 
attention it deserved. 

From the studies of Welch, Mattis, Latven, Ben- 
son and Shiels* and others,‘ it became apparent that 
sulfamerazine might have certain advantages over 
sulfadiazine, provided it could be shown to be as 
effective in the treatment of infection. These advan- 
tages were the greater solubility of both sulfamera- 
zine and its acetyl derivative than the respective 
sulfadiazines, the more rapid and more complete 
absorption of sulfamerazine from the _ gastro- 
intestinal tract and its slower excretion by the 
kidneys. 

When equal doses of sulfamerazine and sulfadia- 
zine were given by mouth to normal subjects, 
Welch et al. were able to obtain and maintain blood 
levels of sulfamerazine that were on the average more 
than double the values obtained with sulfadiazine. 
These observations naturally suggested that blood 
levels comparable to those obtained in the clinical 
use of sulfadiazine could be achieved with a consider- 
ably reduced total dosage of sulfamerazine, and that 
adequate blood levels could be maintained with a 
longer time interval between doses. Finally, in view 
of the somewhat increased solubility of sulfamera- 
zine over sulfadiazine, it was suggested that fewer 
renal complications might occur. 

In this study, the purpose was to determine the 
clinical efficiency of sulfamerazine in various infec- 


*From the Evans and Haynes memorials, Massachusetts Memorial 
Hospitals, and the apartment ‘of Medicine, Boston University School of 


ne. 
‘This work was su ted by a grant-in-aid from the Sharp and Dohme 

tResearch fellow in medicine, Evans Memorial, Massachusetts Memorial 
Hospitals; instructor in medicine, Boston University Sch Medicine. 

tResident physician, Haynes Memorial, Massachusetts Memorial 
Hospitals; instructor in medicine, Boston University School of Medicine. 

§Director, Evans Memorial, Massachusetts Memorial Hospitals; 
Massachusetts Memorial Wade Professor 

edicine, Boston University School of Medic 


tions, the adequate dosage schedule and the side 
reactions. 

Before presenting the results it is well to say some- 
thing about the toxicology of sulfamerazine. Exten- 
sive studies of this subject by Welch et al.’ in mice, 
dogs, monkeys and chickens showed that when simi- 
lar blood concentrations are maintained, the toxic 
effects of sulfamerazine are nogreater than are those 
that follow the administration of sulfadiazine. Par- 
ticular importance was attached to the study of 
neuropathologic changes in chickens. These experi- 
ments showed definitely that sulfamerazine produced 
fewer lesions of the spinal cord and sciatic nerve of 
chickens than did sulfadiazine. There was therefore 
no good reason for believing that sulfamerazine is 
more toxic to the nervous system than is sulfa- 
diazine. 

Preliminary studies of toxicity in man by the same 
investigators revealed no unusual toxic reactions. 
This finding has been further supported by similar 
but more extensive studies by Clark et al.* These 
authors, after administering sulfamerazine to 200 
patients, concluded that sulfamerazine is probably 
no more toxic than the sulfonamides now in common 
use. 


MATERIAL AND MeEtTHops 


In the present study, sulfamerazine was adminis- 
tered to 278 patients with bacterial infections. “Two 
hundred and ten of these patients were adults, and 
68 were children under twelve years of age. 

As a general rule, adults were given 2 gm. initially, 
followed by 1 gm. every eight hours thereafter. In 
children weighing 60 pounds or more, the same 
dosage was followed. In children weighing less than 
60 pounds, the initial dose was usually 0.5 gm. and 
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the daily maintenance dose was computed on a basis 
of 0.5 gm. for each 10 pounds of body weight and 
was given in three equally divided doses at eight- 
hour intervals. In most of the cases the oral route 
was exclusively used. In a few severely ill patients, 
particularly those with meningitis, the sodium salt 
of sulfamerazine was given intravenously as a 5 per 
cent solution in distilled water during the early part 
of their illness. Occasional modifications of the above 
dosage schedule were necessary. Among the adult 
cases, the dosage was increased in 17 cases and 
reduced in 27. 

Daily determinations of free and total sulfamera- 
zine were performed on samples of whole blood in 
most of the cases, and at frequent intervals in the 
remainder. The method of Bratton and Marshall® 
was used for these determinations. 

Efforts were made to keep the daily urinary out- 
put above 1200 cc. In a few cases equal quantities of 
sodium bicarbonate were given with each dose of 
sulfamerazine, but this procedure was not followed 
in the majority of cases. 

There was no fixed policy with regard to the 
duration of therapy. In general, sulfamerazine was 
continued for a period of forty-eight to ninety-six 
hours after apparent clinical recovery and the disap- 
pearance of fever. 


CuinicaL REsuLts 
Pneumonia 


Fighty-nine patients were treated for pneumonia. 
In 46 of these the causative organism, as judged by 
the blood culture or sputum examination, was a 
pneumococcus, and in 4 it was a beta-hemolytic 
streptococcus; in the remaining 39 the blood cultures 
were negative and the organisms cultured from the 
sputum were not considered to be related to the 
infection. Of the entire group, 7 patients died, giving 
a mortality rate of 8 per cent. Of the remaining 82 
patients, a clear-cut therapeutic response was 
observed in 77. 

Pneumococcal lobar pneumonia. Forty-four adult 
patients presenting the typical clinical picture of 
lobar pneumonia were found to have typable pneu- 
mococci in either the sputum or the blood or in both 
(Table 1). Analyzed from the point of view of factors 
influencing prognosis, this group of patients was 
closely similar to the series of sulfonamide-treated 
pneumonia cases that have been reported by 
other investigators.’"'* Fourteen patients (32 per 
cent) had involvement of more than one lobe. 
Twelve patients (27 per cent) had bacteremia. 
Twenty-four patients (54 per cent) were fifty years of 
age or older. Five patients (11 per cent) were chronic 
alcoholics. Seven patients (16 per cent) had organic 
heart disease with cardiac failure and 5 (11 per cent) 
suffered from a variety of significant systemic dis- 
orders, including diabetes, myxedema, pulmonary 
tuberculosis and carcinomatosis. For those who 
recovered without complications, the average dura- 
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tion of treatment was seven days and the average 
total dosage was 20 gm. The average blood levels 
maintained through the course of therapy varied 
from 4 to 17 mg. per 100 cc. of free sulfamerazine and 
from 5 to 19 mg. of total sulfamerazine. 

Four of the patients had received either sulfa- 
thiazole or sulfadiazine before entry to the hospital. 


Taste |. Data on Cases of Pneumococcal Lobar Pneumonia. 


Tyee or Inrectinc Cases witn 


Pxreumococcus No. or Cases Bacteremia Recoveries Deatus* 
7 2 7 
3 7 
4 
5 
6 
8 2 
1 
1 1 
7 1 1 
5 2 
7 2 
3 
29 
32 1 
36 1 
Totals 4 40 4 
Percentages 27 91 9 


*All deaths occurred in patients having bacteremia. 
tThis patient did not respond to sulfamerazine, but subsequently recov- 


ered after treatment with penicillin. 

These patients were still acutely ill, one of them with 
a positive blood culture, at the time sulfamerazine 
therapy was instituted. Three patients received 
type-specific antiserum in addition to sulfamerazine; 
2 died; and 1 developed an empyema. 

Thirty-six patients recovered promptly and with- 
out complications. Eighteen were afebrile within 
forty-eight hours; and in 6 more the temperature was 
normal at the end of seventy-two hours; in the other 
12 the temperature fell by lysis over a longer period 
of time. None of these patients relapsed. Figure 1 
shows the chart of a patient who responded promptly 
to therapy. 

Of the remaining 8 patients, 4 eventually recov- 
ered. One of these had delayed resolution, one 
experienced a massive sterile pleural effusion, one 
developed an empyema requiring surgical drainage 
and the fourth, who was still acutely ill after seven 
days of therapy, was given penicillin and subse- 
quently recovered. 

Four patients died, giving a mortality rate of 9 
per cent. The first patient was a seventy-four-year- 
old man with carcinoma of the prostate and general- 
ized metastases. He was admitted on the fifth day 
of illness in severe cardiac failure and died fourteen 
hours later. The blood culture was positive for 
Type 14 pneumococcus. The second patient was a 
fifty-year-old man who was admitted with a blood 
culture positive for Type 4 pneumococcus and a 
leukocyte count of 1350, no granulocytes being seen 
on smear. He was given specific antiserum and 
seemed to be improving until the third day. Auric- 
ular fibrillation with pulmonary edema then devel- 
oped, and he died on the fourth day, apparently of 
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cardiac failure. The third patient was a forty-two- 
year-old man admitted on the third day of his disease. 
The blood culture on admission was positive for 
Type 4 pneumococcus. He was given specific anti- 
serum as well as sulfamerazine, but failed to improve 
and died in peripheral circulatory collapse on the 
third hospital day. The fourth patient was a forty- 
two-year-old man who was admitted on the seventh 
day of his disease, with a history of chronic alco- 
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Nausea +0000000000 
Vomiting +0000000000 
Anemia 00000000t+ 
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Neuritis 00000000000 
Skin Eruption 00000000000 
Fever 00000000000 
Renal 00000000000 


Figure 1. Chart of a Patient with Lobar Pneumonia (Type 7) 
Treated with Sulfamerazine. 


holism. The blood culture on entry was positive for 
Type 12 pneumococcus. He developed an acute 
bacterial endocarditis and died with a terminal pneu- 
mococcal meningitis twenty-eight days after entry. 

Lobar pneumonia—ty pe undetermined. There were 
17 adult patients presenting the typical findings of 
lobar pneumonia in whom no causative organism 
could be recovered from either the blood or the 
sputum. The average duration of treatment in these 
cases was six anda half days, and the average total 
dosage was 18 gm. Blood levels showed substantially 
the same range as those in the group of patients with 
pneumococcal lobar pneumonia. 
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Of these 17 patients, 15 recovered without compli- 
cations and 2 died. The first death occurred in an 
eighty-four-year-old man who on entry appeared to 
be in extremis. X-ray examination showed consoli- 
dation of both the left upper and left lower lobes. 
The patient received 17 gm. of sulfamerazine over a 
period of six days. Although the signs in the chest 
had begun to clear, the general condition deteriorated 
and he died on the sixth day of therapy. The 
second fatality was in a sixty-eight-year-old man 
who entered the hospital in congestive heart failure, 
with a temperature of 104°F. and signs of consolida- 
tion of the right lower lobe. He received sulfamera- 
zine for three days, during which time the tempera- 
ture fell to normal; however, he became progressively 
more stuporous, lapsed into coma, and died on the 
third hospital day. No autopsy was obtained in 
either case. 

Streptococcal pneumonia. Four patients with 
pneumonia caused by a beta-hemolytic streptococcus 
were treated with sulfamerazine. Three recovered 
and 1 died. Two of the patients were children in 
whom the pneumonia was secondary to scarlet fever. 
The other two were adults in whom the pneumonia 
was apparently primary. Both children recovered. 
One of them developed an empyema that had to be 
drained surgically. This patient received sulfamera- 
zine for twenty-five days, at the end of which time 
thoracotomy was performed, and the drug was dis- 
continued because of a sharp drop in the white-cell 
count with depression of the granulocytes. The 
second child developed a sterile pleural effusion that 
eventually resolved spontaneously. He _ received 
sulfamerazine for twenty-six days, becoming afebrile 
on the twenty-third day of therapy. 

Of the two adult patients, the first was a man 
fifty-two years of age who had been hospitalized for 
mild hypertensive heart disease. His course was 
without event until the end of the third week, when 
he had a shaking chill, with a rise in temperature to 
105°F., and developed signs of pneumonia. Blood 
culture showed a beta-hemolytic streptococcus. He 
was given sulfamerazine, with a prompt return of the 
temperature to normal in twenty-four hours. 
Although a transient secondary rise of temperature 
to 102°F. occurred on the fifth day, he had com- 
pletely recovered after nine days of therapy. 

The other adult patient was a sixty-five-year-old 
man who had been ill for five days before entry. On 
admission there were signs of pneumonia in the right 
lower lobe. Culture of the sputum showed an almost 
pure growth of beta-hemolytic streptococci. Three 
blood cultures were sterile. On the fourth day of 
treatment, fluid appeared in the right pleural cavity. 
Culture of this fluid also showed a béta-hemolytic 
streptococcus. The patient received 3 gm. of sulfa- 
merazine daily for ten days, during which time the 
blood levels of the uncombined drug ranged between 
5 and 10 mg. per 100 cc. He failed to improve, how- 
ever, and death occurred on the tenth hospital day. 
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Bronchopneumonia. ‘Twenty-two patients with 
bronchopneumonia were treated with sulfamerazine. 
In 2 patients pneumococci were recovered from the 
sputum. In 20 patients no causative organism 
could be isolated from the blood or sputum. Sixteen 
of these patients were adults and 6 were children. All 
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Figure 2. Chart yf a Patient with Meningococcal Meningitis 
Who Responded Rapidly to Treatment with Sulfamerazine. 


the patients recovered, although 2 of them relapsed 
and required a second course of chemotherapy before 
recovery was complete. 

For the adult patients, the average duration of 
treatment was six days, and the average total dosage 
of sulfamerazine was 15 gm. 

Primary atypical pneumonia of unknown etiology. 
Two patients who presented the characteristic fea- 
tures of this syndrome" were treated with sulfa- 
merazine. One received 12 gm. in five days, and the 
other 32 gm. in seven days. Both had blood levels of 
free sulfamerazine averaging 7 mg. per 100 cc. In 
neither case was there any evidence that sulfamera- 
zine was beneficial. 

Meningitis 

Meningococcal meningitis. During the current epi- 

demic of meningococcal meningitis, there has been 
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an opportunity to treat 50 patients suffering from 
this disease with sulfamerazine. Although many of 
these patients were desperately ill, all recovered. 
This series of patients is to be reported in detail else- 
where. Figure 2 shows the chart of a patient with 
meningococcal meningitis who responded rapidly 
to treatment with sulfamerazine. 

Two patients who had meningococcemia without 
meningitis were treated with sulfamerazine and 
recovered. One of these patients, through error, 
received only 2 gm. of the drug and yet made a com- 
plete recovery. 

Hemolytic streptococcus meningitis. One patient, a 
six-year-old girl with meningitis caused by a beta- 
hemolytic streptococcus, was treated with sulfamera- 
zine. During the course of scarlet fever she developed 
acute otitis media on the right side. Five weeks after 
the onset of the scarlet fever, a simple mastoidec- 
tomy was performed. Convalescence was uneventful 
until four weeks later, when the mastoidectomy 
incision was revised because of persistent drainage. 
The patient then remained well for seventeen days, 
at the end of which time there was a sudden rise in 
temperature to 102.6°F., accompanied by the 
appearance of the signs of acute otitis media on the 
left side. ‘Two days later, drowsiness and marked 
rigidity of the neck appeared. Lumbar puncture 
revealed a purulent fluid from which beta-hemolytic 
streptococci were cultured. The blood culture was 
sterile. The patient was given 2.5 gm. of sodium 
sulfamerazine intravenously and placed on oral 
dosage. Forty-eight hours after the beginning of 
treatment she was asymptomatic. Recovery was 
complete. 

Pneumococcal meningitis. One patient, a two- 
month-old boy with meningitis due to Type 7 
pneumococcus, was treated with sulfamerazine. At 
the time treatment was begun the patient had been 
ill with fever for four days but had had meningeal 
signs for only one day. The initial response was 
favorable, the temperature returning to normal in 
four days and remaining normal for the next six days. 
Sulfamerazine was discontinued on the ninth day. 
Two days later, the temperature rose to 103°F. 
The drug was resumed and the patient was given 
sufficient specific antiserum to produce an excess of 
circulating antibodies in the blood. No improve- 
ment resulted, however, and death occurred forty- 
eight hours later. Autopsy revealed massive amounts 
of exudate about the base of the brain and over the 
cerebral hemispheres. 


Other Infections 


Erysitpelas. ‘Twenty-one adult patients with facial 
erysipelas were treated with sulfamerazine. These 
patients were all moderately to severely ill, although 
none had positive blood cultures. In 15 cases the 
admission temperature was I101°F. or higher, 6 
patients having temperatures above 103°F. The 
dosage of sulfamerazine was 2 gm. initially, followed 


Vo 
1 


Vol. 230 No. 13 


by 1 gm. every eight hours. In one case the main- 
tenance dose was 0.5 gm. every eight hours. The 
average duration of treatment was four days, with 
an average total dosage of 12 gm. 

The response to treatment with sulfamerazine was 
clear cut and extremely satisfactory (Fig. 3). All the 
patients recovered. Within twenty-four hours of the 
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Figure 3. Chart Showing Prompt Response to Therapy with 
Sulfamerazine in a Patient with Facial Erysipelas. 


beginning of therapy, all showed marked subjective 
improvement. In 10 patients defervescence had 
occurred within this period, and in 10 of the remain- 
ing 11 patients the temperature became normal by 
the end of forty-eight hours. The last patient had a 
marked acute cervical adenitis as well as facial 
erysipelas. The temperature did not return to normal 
until the end of the fifth day. No significant exten- 
sion of the lesion took place in any case after therapy 
was instituted, and in the majority of cases resolu- 
tion of the lesion was practically complete at the 
end of four days. The hospital stays varied from 
four to ten days, with an average of seven and 
a half days. 
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Subacute bacterial endocarditis. Four patients with 
subacute bacterial endocarditis due to Streptococcus 
viridans superimposed on rheumatic valvulitis were 
treated with sulfamerazine. Three of them were 
treated late in the course of their disease for periods 
ranging from six to twenty-two days. Blood levels of 
free sulfamerazine between 6 and 9 mg. per 100 cc. 
were maintained. No significant improvement, 
either subjective or objective, occurred. 

The fourth patient had been ill for only a month 
when therapy with sulfamerazine was instituted. 
On a dosage of + gm. a day she maintained a blood 
level that was consistently in the neighborhood of 
15 mg. of free sulfamerazine per 100 cc. and 18 mg. 
of total sulfamerazine. After ten days of therapy, 
the blood cultures became sterile and remained 
sterile for twenty days. At the end of this time, they 
became positive again and remained so, although 
sulfamerazine was continued for another nineteen 
days, together with fever therapy and neoarsphena- 
mine. 

Infections of the urinary tract. Ten patients were 
treated with sulfamerazine for infections of the 
urinary tract — too small a number for statistical 
analysis. Of these, 4 had acute pyelonephritis. 
Escherichia coli alone was cultured from the urine of 
two patients and Esch. coli and Staphylococcus 
aureus from the urine of the other two. All four of 
these patients became asymptomatic on a daily dose 
of 3 gm. of sulfamerazine for periods varying from 
four to seventeen days. Only 1 patient was severely 
ill. This was a fifty-one-year-old man who had had 
dysuria for four weeks and chills and fever with back 
pain for one week before entry. On admission he was 
acutely ill; the temperature was 102°F., and there 
was marked tenderness in the left costovertebral 
angle. Blood and urine cultures were positive for 
Esch. coli. Therapy consisted of 3 gm. of sulfamera- 
zine daily for eleven days. After seventy-two hours, 
the temperature did not rise above 100°F. and the 
patient felt greatly improved. At the end of a week, 
he was afebrile and asymptomatic. 

Four patients were treated for acute cystitis. 
Three recovered completely after receiving sulfamer- 
azine for periods varying from four to eight days. 
In the fourth case, therapy had to be discontinued 
after thirty-six hours because of vomiting, which was 
primarily due to causes other than chemotherapy. 

One patient who was moderately ill with acute 
prostatitis and acute epididymitis following the use 
of an indwelling catheter made a satisfactory recov- 
ery in the course of ten days of therapy. One patient 
with chronic pyelonephritis was treated for three 
weeks without showing significant improvement. 
Urine cultures showed Staph. aureus and Esch. coli. 

Acute otitis media. Forty patients with acute otitis 
media were treated with sulfamerazine. In 36 cases 
the otitis media was secondary to scarlet fever, in 2 
to measles, and in the remaining 2 to nonspecific 
upper respiratory infections. Thirty-one patients 
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were children. The total dosage in this group was 
variable. The average blood levels maintained dur- 
ing the course of therapy varied from 3 to 17 mg. of 
free sulfamerazine per 100 cc. and from 5 to 20 mg. 
of total sulfamerazine. 

Each patient was given a trial course of sulfa- 
merazine for one week. If definite improvement, as 
evidenced by a decrease in the amount of discharge, 
was observed by the end of this time, the drug was 
continued until the ear became dry. If no improve- 
ment was observed, the drug was discontinued. The 
duration of treatment varied from three to eighteen 
days, with an average of seven days. 

The results of treatment do not lend themselves 
well to evaluation, since no attempt was made to 
observe a control series. Of the 40 patients, 35 had 
an aural discharge either as the result of paracentesis 
or of spontaneous rupture of the tympanic membrane 
at the time sulfamerazine was started. In 22 (63 
per cent) of these patients the ear became dry during 
treatment. In 13 (37 per cent) drainage persisted at 
the time sulfamerazine was discontinued. Six 
patients eventually required mastoidectomy. 

Treatment was begun in 5 patients while the otitis 
was still in the catarrhal stage. In all these cases, 
the infection resolved without the occurrence of 
drainage. 

Acute tonsil’itis, peritonsillitis and cervical adenitis. 
This is another group of patients in which, because of 
the lack of adequate controls, satisfactory evaluation 
of results is not possible. Five patients with acute 
tonsillitis showed defervescence within twenty-four 
hours of the beginning of sulfamerazine therapy, and 
marked improvement in both local and constitu- 
tional signs by the end of forty-eight hours. Two 
patients with severe peritonsillitis showed a satis- 
factory response to therapy. Fever disappeared 
within forty-eight hours, and local signs had com- 
pletely subsided by the end of five days. Two pa- 
tients with severe cervical adenitis secondary to 
scarlet fever showed satisfactory resolution of the 
adenitis after seven and nine days of therapy, 
respectively. 

Staphylococcal infections. In addition to the 3 
patients with pyelonephritis due to staphylococci, 7 
others suffering from staphylococcal infections were 
treated with sulfamerazine. Two of these patients 
had bacteremia due to a hemolytic Staph. aureus. 

The first patient was a forty-five-year-old woman 
with monocytic leukemia who developed a persistent 
bacteremia seventeen days before her death. She 
received 3 gm. of sulfamerazine daily for two weeks, 
on which dosage she maintained an average blood 
level of 10 mg. of free sulfamerazine per 100 cc. The 
blood cultures remained positive, and no clinical 
improvement was detectable. 

The second patient was an eighty-three-year-old 
man with arteriosclerotic heart disease and cardiac 
failure who developed a Staph. aureus bacteremia five 
days before death. It was at first thought that he 
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was suffering from a cystitis secondary to the use of 
an indwelling catheter. He was accordingly started 
on a dosage of 0.5 gm. of sulfamerazine every eight 
hours. When the blood culture was reported positive 
twenty-four hours before death, the dosage was 
increased to 1 gm. every eight hours. A blood culture 
taken shortly before death was still positive for 
Staph. aureus. 

Two elderly diabetic women with early gangrene 
of the toes developed cellulitis of the lower extremi- 
ties due to Staph. aureus. Sulfamerazine was given 
in one case for twenty-two days and in the other for 
twenty-five days. Both patients continued febrile, 
and although the infection did not show significant 
extension during therapy, neither did it show any 
tendency to resolve. Midthigh amputation was 
eventually necessary in both cases. 

Two patients with large abscesses due to Staph. 
aureus, one of the breast and the other of the buttock, 
were placed on sulfamerazine shortly before incision 
and drainage was performed. Both recovered 
uneventfully, but there is no evidence that sulfa- 
merazine played any role in their recovery. 

The last patient was a fifty-year-old man who had 
an undrained Brodie’s abscess of the right femur 
that had developed two years previously following 
bacteremia due to Staph. aureus. For several days 
before the present entry he had been ill with spiking 
fever and painful induration of the soft tissues of the 
thigh. Staph. aureus was cultured from pus aspirated 
from the indurated area. Three grams of sulfamera- 
zine was given daily for eight days, the blood level of 
free sulfamerazine being maintained consistently in 
the vicinity of 10 mg. per 100 cc. During therapy 
the temperature continued to spike as before, and 
the local lesion definitely increased in extent. 
Sulfamerazine was discontinued after eight days. 

Acute sinusitis. Four patients with severe acute 
sinusitis received sulfamerazine. In 3, there was 
prompt and permanent improvement in both local 
and constitutional symptoms. The fourth patient 
was a ten-year-old girl who developed a severe right 
ethmoiditis during the course of scarlet fever. Treat- 
ment with sulfamerazine was not begun until the 
sinusitis had been present for five days. Despite 
adequate blood levels of the drug, she did not im- 
prove, and four days later surgical drainage was per- 
formed, following which recovery was uneventful. 

Gonococcal urethritis. Only 1 patient suffering 
from a gonococcal infection was encountered during 
this study. This patient, a twenty-four-year-old 
man, had had an active urethritis for six weeks. Two 
courses of sulfathiazole and a course of local irriga- 
tions had not cleared the infection. The patient was 
hospitalized and put on complete bed rest for thir- 
teen days, during which time he was given 45 gm. of 
sulfamerazine. By the end of that time the discharge 
had ceased. Urethral smears and cultures were nega- 
tive. When the patient was seen five weeks after 
discharge, there had been no recurrence. 
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In addition to the 239 cases that have been dis- 
cussed, 39 additional patients were given sulfamera- 
zine. In most of them the presence of an infection 
susceptible to the action of chemotherapy was sus- 
pected but never satisfactorily established. In the 
remainder, the use of multiple therapeutic measures 
made proper assessment of the role of sulfamerazine 
impossible and the therapeutic response could not 
be adequately evaluated. These patients, however, 
are included in the section on toxicity. 


Toxic REACTIONS 


Excluding uncomplicated crystalluria, toxic reac- 
tions were observed in 70 (25 per cent) of the patients 
treated. For the most part, these reactions were mild 
and not of a character to jeopardize the patient's 
health or cause severe discomfort. The incidence of 
toxic manifestations in this series is somewhat higher 
than that reported by Clark et al. In Table 2 are 
summarized all the reactions observed in the present 
series. Included in the number of patients showing 


Tare 2. Toxic Reactions in 70 of 278 Patients 
Receiving Sulfamerazine. 


No. or Cases Percentrace 


Vomiting 12 43 
Leukopenia (below 4000)................. 8 29 
Granulocytopenia (below 50 percent) ..... 8 32 
Microscopic hematuria................... 20 7.2 
Gross hematuria........ 2 07 
tenal colic 2 07 
Anuria. 1 04 
rash 14 5.0 
fever 14 50 
pains.... 1 04 
1 04 


crystalluria are 36 who showed uncomplicated 
crystalluria as the only manifestation of toxicity. 
These patients are not included in computation of 
toxicity for the whole series. 

Nausea and vomiting. Eighteen patients (6 per 
cent) experienced nausea, and 12 of these vomited. 
The vomiting was never severe or protracted. It 
interfered with the continuance of oral therapy in 
only 1 patient, and in this case the vomiting was 
due primarily to causes other than chemotherapy. 

Headache. Three patients complained of moderate 
headache that could reasonably be attributed to the 
use of sulfamerazine. In only 1 did the symptom 
persist throughout therapy. 

Toxic psychosis. Five patients developed marked 
mental confusion that was presumably caused by 
sulfamerazine. In all the cases it came on within 
forty-eight hours after the first dose of drug and per- 
sisted until it was stopped. The blood levels were 
not unusually high in any case. All these patients 
were acutely ill with high fever at the time chemo- 
therapy was started. In 4 cases there was a definite 
history of previous psychiatric abnormalities. The 
fifth patient was a senile woman of seventy-eight. 
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In all cases the mental confusion cleared completely 
one to three days after stopping the drug. 

Anemia. A significant degree of anemia that could 
not be attributed to the underlying disease appeared 
in 3 patients during the course of therapy. In each 
case there was a gradual fall in the red-cell count and 
hemoglobin over a period of six to eight days. The 
average decrease in hemoglobin was 3 gm., and the 
red-cell count fell an average of 1,400,000. No cases 
of acute hemolytic anemia were encountered. 

Leukopenia. The effect of sulfamerazine on the 
white blood cells deserves special mention. A fall in 
the leukocyte count to below 4000 was observed in 8 
patients. In 4 cases, the fall occurred only after 
therapy lasting from fifteen to twenty-five days. 
Two of these patients showed a marked granulo- 
cytopenia, whereas in the other 2 the normal per- 
centage of granulocytes was maintained. One of the 
patients showing granulocytopenia was reported to 
have developed a white-cell count of 2000 with 50 
per cent neutrophils several weeks previously after 
tive days of sulfadiazine therapy. 

The 4 other patients showed leukocyte counts of 
less than 4000 cells after periods of therapy ranging 
from five to twelve days. Three of these showed no 
depression of the granulocytes. The fourth was a 
patient with monocytic leukemia who had shown only 
1 or 2 per cent granulocytes for several weeks before 
sulfamerazine was started. Her total white-cell 
count at the time therapy was started was 126,000. 
By the ninth day of therapy it had gradually fallen 
to 3400. Sulfamerazine was continued for another 
six days, during which time the count fluctuated 
between 4000 and 8000. Two days after sulfamera- 
zine was discontinued, it had risen to 20,000. 
Despite the marked changes in the total count, no 
significant changes in the differential count occurred, 
nor was there any detectable change in the course of 
the leukemia, which terminated fatally three days 
after treatment was stopped. 

In all the above cases except the last, sulfamera- 
zine was discontinued as soon as the leukopenia was 
discovered, and in 6 cases the white-cell count re- 
turned to normal a few days after chemotherapy 
was stopped. The seventh patient was an infant 
with pneumococcal meningitis who was moribund 
at the time the leukopenia developed and died 
shortly thereafter. The leukopenia in this case may 
well have been caused by the overwhelming infec- 
tion and not by the drug. 

Thirty-one other patients showed white-cell 
counts between 4000 and 4950 during therapy. These 
low counts were found mostly toward the end of the 
first week of sulfamerazine administration or during 
the early part of the second week. In 5 patients who 
had received the drug for periods ranging from five 
to twelve days, there was a moderate decrease in the 
percentage of granulocytes. In the other 26, the 
granulocytes showed no decrease. In 10 of these 31 
patients sulfamerazine was continued for several 
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more days after the appearance of leukopenia. Be- 
fore chemotherapy was discontinued the white-cell 
count had returned to normal levels. 

Judging from this experience, it appears that 
sulfamerazine can cause leukopenia and granulo- 
cytopenia after prolonged therapy in a manner 
similar to that of the other sulfonamides. It further 
appears that a definite decline in the white-cell 
count is not infrequently seen after shorter periods 
of drug administration. Inasmuch as no ill effects 
occurred in the present series when the drug was 
continued under such circumstances, the appearance 
of a moderate leukopenia near the end of the first 
week of therapy with sulfamerazine should probably 
not be a cause for alarm, particularly if there is no 
depression of the granulocytes. Continuation of 
therapy, if indicated, appears to be a safe procedure, 
although the white-cell count should be followed 
carefully. 

Toxic manifestations involving the urinary tract. 
Although sulfamerazine is significantly more soluble 
than sulfadiazine, its solubility is still sufficiently 
poor so that complications involving the urinary 
tract are to be looked for. Evidence that this is so 
was found in the present series. Crystalluria, which 
by itself is not generally considered to be significant, 
occurred in 60 patients (21 per cent). Doubtless, if 
all voidings had been examined, the incidence would 
have been much higher. 

Microscopic hematuria, a more significant finding, 
was seen in 20 patients (7 per cent). In 10 of these 
cases there was an associated crystalluria, whereas in 
the other 10 no crystals were seen. Gross hematuria 
occurred in 2 patients. In one case renal colic 
accompanied the hematuria; in the other, the hema- 
turia was painless. In both cases it cleared a few 
hours after the drug was stopped and fluids were 
given. One other patient had transient flank pain. 
In this case there was massive crystalluria without 
hematuria. 

One patient developed anuria on the sixth day of 
therapy. There had been no antecedent crystalluria 
or hematuria, but the output for the preceding two 
days had fallen gradually. When anuria occurred, 
the drug was stopped and fluids were given orally 
and parenterally. The first specimen voided after 
the period of anuria contained large numbers of 
crystals but was not otherwise abnormal. After 
twenty-four hours a satisfactory flow of urine was 
established. Sulfamerazine was then resumed and 
was continued for two more weeks without further 
ill effect. 

Drug rash. Fourteen patients (5 per cent) devel- 
oped a rash while receiving sulfamerazine. In 10 
patients, the rash was accompanied by fever. A 
generalized morbilliform rash was the type most 
commonly seen. In 1 case, conjunctivitis occurred 
in addition to a morbilliform rash. 

Drug fever. Fourteen patients (5 per cent), 
including 10 of those who had rashes, had fever that 
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was apparently due to the drug. This complication 
appeared between the seventh and eleventh days, 
and tended to be of a low grade, the temperature 
rising above 102° F. in only 1 case (Fig. 4). Asso- 
ciated constitutional symptoms were, as a rule, not 
severe. With discontinuation of the drug, the 


“Weeks 1 9 


Temperature 


Sulfamerazine 
gm. 


ous 
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Figure 4. Chart of a Patient with Cervical Adenitis Who 
Developed Drug Fever on the Seventh Day of Therapy with 
Sulfamerazine. 


temperature returned to normal within twenty-four 
to seventy-two hours. One patient had multiple 
joint pains with slight swelling of the wrists and 
knees at the time the fever began. The drug was 
stopped, and he became symptom-free within 
twenty-four hours. 


CoMMENT 


The evaluation of sulfamerazine as a chemo- 
therapeutic agent may be approached most satis- 
factorily by comparing it with sulfadiazine. A com- 
parison of these two compounds with respect to 
therapeutic efficiency can best be made from an 
analysis of the results obtained in the treatment of 
pneumococcal pneumonia, meningococcal menin- 
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gitis and erysipelas. The conditions encountered in 
these diseases are sufficiently standardized, and the 
experience with sulfadiazine in their treatment has 
been sufficiently uniform, to make the results the 
basis for a valid preliminary comparison. 
Pneumococcal pneumonia. In pneumococcal pneu- 
monia, the mortality rate of 9 per cent is of the same 
order as that reported by investigators using sulfa- 
diazine (Table 3). The incidence of complications of 
pneumonia in the present series was likewise com- 
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Meningococcal meningitas. Fifty consecutive cases 
of meningococcal meningitis were treated with sulfa- 
merazine without a death. In the first report on the 
use of sulfadiazine in this disease, Dingle, Thomas 
and Morton" treated 13 cases, with 1 death. Subse- 
quently, Hodes and Strong" reported the treatment 
of 10 patients with no deaths, and Rundlett and her 
co-workers'® the treatment of 23 cases with no 
deaths. Feldman et al.'® had 2 deaths in 24 cases. It 
is clear that sulfamerazine is a potent and efficient 


Tape 3. Comparison of Mortality Rates in Pneumococcal Pneumonia Trea:ed 
with Sulfamerazine and with Sulfadiazine. 


SULFAMERAZINE SuLFADIAZINE 
Fintann Fintanp Furrin Ensworta Bittinos Dowtine 
et al.’ et al.® et et al.'° and Woop'' et 
Number of cases. 44 178 su 200 239 105 115 
Mortality rate (per 
eeecccccccece 9 10.7 7.5 120 109 76 11.3 


parable to those reported for the sulfadiazine-treated 
cases.” * 1% 12 The rapidity of response to therapy 
is more difficult to compare. Fifty per cent of the 
patients who recovered without complications fol- 
lowing sulfamerazine were afebrile at the end of 
forty-eight hours. Finland and his group’ reported 
that 75 per cent of their patients were essentially 
afebrile within thirty-six hours of the first dose of 
the drug. Dowling et al.” state that in 68 per cent 
of their cases the temperature was normal within 
forty-eight hours, whereas Flippin et al.® reported 
the temperature to have become normal in 55 per 
cent of their patients by the end of forty-eight hours. 
A comparison of the average total dose of sulfa- 
merazine used in the patients with pneumococcal 
pneumonia who recovered with the average total 
doses used in the sulfadiazine-treated cases is of 
interest. The impression gained from the prelimi- 
nary investigations of the absorption and excretion of 
sulfamerazine that a smaller total dosage would be 
required than with sulfadiazine was well borne out. 
An average total dose of 20 gm. of sulfamerazine 
was administered to the patients who recovered. 
Finland and his associates” * have reported average 
total doses of 42 gm. and 38 gm. of sulfadiazine for 
those recovering in two groups of patients. Flippin 
reported an average total dosage of 27 gm. It is of 
interest that Domm and others,"® in treating 25 
patients with sodium sulfadiazine by the intravenous 
route alone, gave an average total dose of 20 gm. 
From the foregoing analysis, it appears reasonable 
to conclude that in the treatment of pneumococcal 
pneumonia sulfamerazine shows an_ effectiveness 
similar to that of sulfadiazine. Furthermore, it 
appears that the total dosage necessary for adequate 
treatment of this disease is about one half to one 


third less than the amount of sulfadiazine ordinarily 
used. 


agent in the treatment of meningococcal meningitis, 
equaling if not surpassing sulfadiazine. 

Erysipelas. Twenty-one patients with erysipelas 
treated with sulfamerazine made prompt and com- 
plete recoveries. Finland and his colleagues’*® have 
reported a total of 64 cases of erysipelas treated with 
sulfadiazine with equally satisfactory results. In the 
present series, the average total dose of sulfamera- 
zine was 12 gm., whereas in Finland’s cases the 
average total dose of sulfadiazine was 27 gm. It 
appears, therefore, that in the treatment of erysipelas 
sulfamerazine equals sulfadiazine in efficiency, and 
that the average total dose of sulfamerazine is about 
half that of sulfadiazine. 

Staphylococcal infections. The results obtained in 
the treatment of staphylococcal infections with sulfa- 
merazine were not encouraging. The cases treated, 
however, were not of a type to afford a particularly 
fair trial for the drug. A greater experience will be 
necessary before an opinion can be formed about the 
effectiveness of sulfamerazine in infections caused by 
staphylococci. 

Toxic reactions. A comparison of sulfamerazine 
with sulfadiazine on the basis of toxicity is also 
necessary. In Table 4 the toxic reactions to sulfa- 
diazine that have been reported by several investi- 
gators are summarized and compared with those 
encountered after the use of sulfamerazine in the 
present series. It can be seen that the incidence of 
nausea and vomiting in the present series of cases 
was slightly higher than that usually reported for 
sulfadiazine. The number of patients developing a 
toxic psychosis approaches the average incidence of 
this reaction in the sulfadiazine-treated patients. 
The appearance of anemia in patients treated with 
sulfadiazine has been reported only in isolated cases. 


In the present series, 3 patients developed a mild 
anemia. 
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The appearance of leukopenia (a white-cell count 
below 4000) in 3 per cent of the patients treated with 
sulfamerazine constitutes a definitely higher inci- 
dence of this toxic reaction than has been reported for 
cases treated with sulfadiazine. Further significance 
may be attached to this finding when it is recalled 
that an additional 31 patients (11 per cent) showed a 
fall in the white-cell count to between 4000 and 
5000. It appears, then, that sulfamerazine shows a 
distinctly greater tendency than does sulfadiazine 
to depress the white-cell count. Whether this prop- 
erty constitutes a serious drawback to the value of 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 30, 1944 


SuMMARY AND CONCLUSIONS 


The results of treatment with sulfamerazine in 239 
patients are presented, together with the toxic reac- 
tions manifested by this group and by 39 additional 
patients during the course of therapy. 

Sulfamerazine exhibited a therapeutic efficiency 
similar to that of sulfadiazine in the treatment of 
pneumococcal pneumonia, meningococcal meningitis 
and erysipelas. 

Sulfamerazine was clinically effective in total 
doses that were on the average one half to one third 


Tapre 4. Comparative Incidence of Toxic Reactions With Sulfamerazine and With Sulfadiazine. 


SuLFAMERAZINE SuLFADIAZINE 
Number of cases. ..... 278 446 460 200 137 230 1712 
% % % % % % % % 

N ith ithou 

ee 6.5 9.2 5.0 45 44 13 3.1 
Toxic psychosis....... 1.8 04 5.0 3.0 0.0 1.6 
Anemia.............. 1.1 00 0.0 0.4 0.7 0.0 0.1 

4000)....... 2.9 2.0 0.7 1.7 2.2 0.9 1.4 
Crystalluria.......... 215 7.8 9.8 25.0 11.8 
Microscopic hematuria. 7.2 0.4 4.3 4.0 2.5 17 2.2 
Gross hematuria.. .... 07 0.2 0.9 0.0 0.4 0.4 
Renal colic........... 0.7 0.2 0.9 0.0 0.4 09 0.5 
0.4 0.2 0.2 0.0 0.0 01 
Fever or rash, or both. 6.5 2.2 1.7 2.0 2.5 3.0 30 2.3 

*Below 5000. 


sulfamerazine as a chemotherapeutic agent depends 
on the results of greater experience with the drug. 
So far, recovery from leukopenia has been prompt 
and without complication. In our own experience, 
leukopenia occurring in the first week has been of 
little consequence, since it frequently disappears 
even when the drug is continued. 

Crystalluria occurred with about the same fre- 
quency with both drugs. Microscopic hematuria 
showed a moderately higher incidence in the patients 
treated with sulfamerazine. Gross hematuria and 
renal colic occurred with about the same frequency 
with both drugs. From these figures, it may be 
gathered that despite theoretical considerations, 
sulfamerazine has about the same capacity for 
causing renal complications as has sulfadiazine. 

The incidence of rash and fever in this series is 
somewhat higher than the figure reported for sulfa- 
diazine but is still not particularly striking in itself. 

In summary, it seems fair to say that in general 
the toxic reactions following the use of sulfamerazine 
are of about the same character and incidence as 
those following the use of sulfadiazine. Two excep- 
tions should possibly be made to this statement: 
first, that sulfamerazine has a greater tendency to 
cause leukopenia than has sulfadiazine; and second, 
that the incidence of drug rash and drug fever may 
be somewhat higher with sulfamerazine. Further 
experience is necessary before these last points can 
be fully evaluated. 


smaller than the amounts of sulfadiazine usually 
administered for similar conditions. 

Toxic reactions to sulfamerazine were in general 
of the same character and occurred with about the 
same frequency as those caused by sulfadiazine. A 
greater tendency for sulfamerazine to produce leuko- 
penia and to cause drug rashes and drug fevers con- 
stitutes a possible exception to this statement. 

It may be concluded that sulfamerazine is a potent 
chemotherapeutic agent and a valuable addition to 
the sulfonamide derivatives already in general use. 


We are indebted to Dr. William Feirer of Sharp and Dohme 
Company, Philadelphia, for supplying the sulfamerazine used 
in this study, to Miss Thelma Maxon and Miss Constance 
Haynes for technical assistance, and to the house officers 
the Fifth and Sixth Medical Services (Boston University 
School of Medicine), Boston City Hospital, for their co-oper- 
ation. 
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ENCAPSULATED PLEURAL EFFUSION DUE TO HEART FAILURE* | 
A Report of Two Cases 
Asranam H. Russakorr, M.D.,¢ anp Tontas Weinnerc, M.D.} 
BALTIMORE 


HE occurrence of encapsulated pleural trans- 
udation due to heart failure has been reported 
in the literature in less than 50 cases. The first case, 
observed by Helm! during 1912 and 1913 and proved 
by autopsy, was published five years later. This 
author made the observation that serial x-ray 
examinations of the chest showed marked changes. 
Sharply delineated shadows extending across a lung 
field were later demonstrated to have become so 
indistinct as to defy recognition had one not been 
acquainted with previous films. Fleischner,? in his 
report of 2 cases in 1926, confirmed Helm’s observa- 
tion that alterations in the x-ray shadows accom- 
pany variations in the degree of heart failure. 
Stewart’s® case published in 1928 was followed by 
the reports of several other American authors. 
Because of the paucity of cases on record, the 
general impression has been that this condition is 
rare. The report of Bedford and Lovibond® from 
England, however, indicates that encapsulated 
pleural effusions due to cardiac failure may be more 
frequent than recorded heretofore. In a series of 
368 cases of heart failure, they found 136, or 35 per 
cent, with x-ray evidence of simple hydrothorax. 
Of these 136 cases, there were 11, or 8 per cent, with 
interlobar effusions. 


Case REPoRTS 


Case 1. A 73-year-old, married Jewish woman (SH U- 
12502-1) was admitted on November 15, 1939, with an in- 
fection of the urinary tract. For several months prior to ad- 
mission, she had experienced repeated attacks of angina 
pectoris, associated with weakness, dyspnea and cyanosis. 

The temperature on admission was 102°F. (rectal), the 

ulse 120, the respirations 38, and the blood pressure 128/68. 

he positive physical findings were limited to the heart and 
lungs. The chest was emphysematous without bony de- 
formity. The respiratory excursions were equal on both sides. 
There was dullness on ~—- over almost all of the right 
base, and over a small part of the left base, posteriorly. 
Medium moist rales were heard only at the right base pos- 

*From the Medical Service and the Laboratories of the Sinai Hospital. 

tFormerly, resident in medicine, Sinai Hospital. 

Pathologist and director of laboratories, Sinai Hospital. 


teriorly. The trachea was not deviated. The apical impulse 
of the heart was palpable in the 5th interspace, 9.5 cm. to the 
left of the midsternal line. The heart was not considered to 
be enlarged. The heart sounds were of fairly good quality; 
the rhythm was regular, and there was a soft systolic apical 
murmur. 

The hemogram revealed a slight leukocytosis without 
anemia. The positive findings in the urine were a ++ + test 
for albumin and a sediment eo leukocytes too numer- 
ous to count. A serologic test for syphilis was negative. The 
blood sugar was 106 mg. per 100 cc., and the blood urea 36 
mg. per 100 cc. 

he infection of the urinary tract responded favorably to 
sulfonamide therapy. During hospitalization the patient had 
a few attacks of weakness associated with an alteration in 
the quality of the heart sounds, but without a drop in blood 
pressure or a change in the cardiac rhythm. An x-ray film 
of the chest (Fig. 1) showed two distinct circular shadows 
in the right lower lung field, which were interpreted as inter- 
lobar effusions. 

The patient was discharged improved after 5 weeks. She 
is still alive and quite well, but has refused to return to the 


hospital for physical examination and x-ray examination of 
the chest. 


Case 2.8 A 62-year-old, married Jewish gpenery clerk 
(SH U-23500-1) was admitted on July 27, 1942, because of 
cough, dyspnea and a recent weight loss of 15 pounds. The 
cough had n productive of frothy white sputum. There 
had been no thoracic pain, wheezing, hemoptyses, chills or 
sweats. In 1921, the patient had spent 2 months in another 
hospital because of painful knees and ankles, which subsided 
with salicylate therapy. No abnormality of the heart was 
noted at that time. 
On admission, the temperature was 102.4°F. (rectal), the 
ulse was 100, the respirations 28, and the blood pressure 
10/70. The patient was well developed but showed evidence 
of recent loss of weight. He was dyspneic, orthopneic and 
cyanotic. The cervical neck veins were distended. The 
trachea was deviated to the right. The respiratory excur- 
sions on the right side were limited. Tactile fremitus was 
increased on the right and diminished on the left side. 
There was dullness on percussion in the left axillary region 
and over both bases | gp oe Medium moist rales were 
heard in the right axilla and posteriorly over the right lower 
gpmecery field, extending up to the angle of the scapula. 

he precordium was visibly active, and the point of maximum 
cardiac impulse was 9.0 cm. to the left of the midsternal line. 
There were no thrills, shocks or thrusts. The rhythm was 
regular and the heart sounds were of fair quality. A pre- 
systolic crescendo murmur was localized over the xiphoid 
process. The second pulmonic sound was markedly accen- 
tuated, and a protodiastolic gallop rhythm was audible at 


$Reported through the courtesy of Dr. Samuel Wolman. 
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the apex. The liver and spleen were palpable 1 or 2 cm. below 
the costal margin and were not tender. There was no periph- 
eral edema. 

The admission hemogram revealed a mild hypochromic 
anemia with leukocytosis. The urine was essentially nega- 
tive. A serologic test for syphilis was negative. The blood 


sugar was 89 mg. per 100 cc., and the blood urea 67 mg. per 
100 cc. Studies of the sputum for elastic tissue and for 
tubercle bacilli and other pathogenic organisms were negative. 

An x-ray film of the chest (Fig. 2) taken the day after ad- 
mission showed an ovoid, opaque shadow in the middle right 
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was found. Following this procedure he ran a course charac- 
terized by severe dyspnea and a remittent fever. Digitaliza- 
tion effected temporary improvement. On the 9th hospital 
day, a left thoracentesis was performed and 1000 cc. of clear 
yellow fluid was removed. ¢ specific gravity of the fluid 
was 1.010; a cell count revealed 10,000 red cells (probably 


due to a trauma) and 300 white cells, with a predominance 
mononuclear cells. 
The thoracentesis was followed by temporary relief of 
the dyspnea, but the patient continued to go downhill, with 
increasing dyspnea, orthopnea, cyanosis, edema of the hands 


Ficure 2. Anteroposterior and Lateral Views of the Chest in Case 2, Showing Encapsulated Interlobar E fusion. 


pulmonary field, with pleural thickening along the right base 
in the axillary line. There was a left pleural effusion. The 
roentgenologist’s diagnosis was probable neoplasm with 
thickened pleura at the right base and a pleural effusion on 


the left side. The patient was bronchoscoped, but no tumor 


and feet, stupor and, finally, pulmonary edema. On the 19th 
day. the temperature rose to 105°F. and the patient died. 
Autopsy (performed 3% hours after death). The right 
leural cavity was practically obliterated by fibrous ad- 
esions, and the left pleural cavity contained approximately 
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1100 ce. of clear, straw-colored fluid. The right lung was 
completely covered by fibrous adhesions. These were found 
to form a wall for a pocket of fluid situated posteriorly be- 
tween the upper and lower lobes. Within this pocket, a band 
of fibrous adhesions extended from the upper to the lower 
Another pocket of fluid was found between the dia- 
pen and the diaphragmatic surface of the right lung. 
oci of bronchopneumonia were found in the lower lobe of 
the right lung, and numerous small infarcts were present in 
all lobes. Pulmonary edema was marked. The heart was 
moderately enlarged. There was a rheumatic mitral stenosis 
associated with dilatation and hypertrophy of the left and 
right auricles and of the right ventricle. in addition, there 
was moderate coronary arteriosclerosis, and in association 
with this a healed infarct of the posterior wall of the left 
ventricle. The usual picture of chronic passive congestion 
was present in the liver and spleen. 


ComMMENT 


The anatomy of the potential interlobar spaces 
and the characteristic roentgenogram of interlobar 
effusions have been described in a number of con- 
tributions.» "" Suffice it to note that interlobar 
effusions are characterized by well-defined shadows 
along the interlobar septums, which may be circular, 
ovoid, band-shaped or wedge-shaped. It is generally 
agreed that in some cases a lateral film of the chest 
is helpful in differentiating this condition from car- 
cinoma, cyst, gumma or abscess of the lung and 
from marginal pneumonia. 

The original concept of the pathogenesis of inter- 
lobar effusions due to heart failure is reviewed in 
Austrian’s’ article: namely, that with obliteration 
of the interpleural space due to antecedent infection, 
there is no other space available in which the effusion 
can localize. Anatomical investigation has borne 
out the fact that in some of these cases the inter- 
pleural space has been obliterated. In most cases, 
however, histories of previous pulmonary infections 
and of pleurisy have been lacking. 

Stein and Schwedel® offer an alternative explana- 
tion for the cases that show simple hydrothorax in 
addition to encapsulated effusions. They hold that 
with simple pleural effusions there may be an inden- 
tation at the interlobar fissure, with seepage of 
fluid from the general pleural cavity into the inter- 
lobar spaces. With repeated episodes of heart 
failure or in chronic cardiac failure — with hydro- 
thorax, there may be organization of fibrin, result- 
ing in pleural thickening. Such a process may go 


PLEURAL EFFUSION — RUSSAKOFF AND WEINBERG 


381 


on to the formation of adhesions between the parietal 
and visceral pleuras, with subsequent obliteration 
of the interpleural space. Fluid may then collect 
only in the interlobar spaces and become en- 
capsulated. 


in his x-ray studies of cases with 
simple pleural effusion, has demonstrated variations 
in the intensity of interlobar markings that can be 
altered by changing the position of the patient. 
He believes that such x-ray changes may be ex- 
plained by the extension of fluid from the general 
pleural cavity into the interlobar spaces before 
encapsulation has taken place. With the deposition 
of fibrin and subsequent encapsulation of the in- 
terlobar effusion, however, changing the position of 
the patient does not alter the x-ray appearance of 
the shadow. 


SUMMARY 


Two cases of encapsulated pleural effusion in 
association with heart failure are reported. 

The various concepts of the pathogenesis of inter- 
lobar effusion and the roentgenographic characteris- 
tics are reviewed. 
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HE partially informed, and possibly gullible, 
layman often speaks with admiration and awe 

to the psychiatrist of the “wonderful new field” in 
which the latter works. The better-informed per- 
son, perhaps a physician who is not a psychiatrist, 
may smile a little wryly about the wonderful new 
field, thinking of a rather meager fulfillment of the 
supposed possibilities of psychiatry in regard to 

rogress. 

The undertaking of personality problems — men- 
tal and emotional disabilities — by a certain branch 
of medicine does not justify the conclusion that 
that department of medicine has failed in its inten- 
tion if permanent cures are not effected in the ma- 
jority of cases. Psychiatry is attempting to do all 
that can be done, often against impossible odds. The 
progress is not disheartening if this is considered. 

Neuropsychiatry is much better organized in this 
war than in the last for responding to the demands 
made of it— namely, primary elimination of the 
men unfit for military service, secondary elimina- 
tion in the early stages of training and treatment 
of those who break down in combat areas. Shock 
treatment for the psychoses, although it has not 
reorganized defective material into permanently 
healthy material, has hastened recovery and has 
lessened immediate suffering. Attempts to introduce 
knowledge of the principles of mental hygiene and 
an understanding of emotional reactions into 
elementary education have continued. 


SnHock THERAPY 


Insulin and metrazol have now been used in this 
country over a long enough period — more than 
seven years — for the treatment of schizophrenia 
to permit a fairly reasonable evaluation of their 
effectiveness. Because of the danger of vertebral 
fracture, metrazol is used less frequently or is em- 
ployed in combination with insulin.’ Insulin has 
proved its value in that it so often shortens the 
duration of the psychotic attack. It cannot be 
counted on to prevent relapse. 

Some investigators still report that the insulin- 
shock method results in no higher rate of recovery 
than is obtained with the more conservative types 
of treatment. Gottlieb and Huston,? for example, 
found in the lowa State Psychopathic Hospital 
that 66 patients treated with insulin showed no 
better remission rate than did 132 patients who did 
not receive pharmacologic treatment. On the other 
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hand, Bond and Rivers,’ at the Pennsylvania Hos- 
pital, consider insulin therapy justified, “with an 
immediate recovery rate five times that of control 
cases . . . and with a long-distance recovery rate 
twice that of controls.”” Their investigations cover 
a seven-year period. 

Of the drastic measures for treatment of the 
psychoses, attention has been centered in the past 
few years on electric shock. As with insulin and 
metrazol, no promise of permanent cure is offered, 
but immediately favorable results have frequently 
occurred. Electric shock has been most successful 
in cases of depression, both of the manic-depressive 
and the involutional types. Some workers have re- 
ported amelioration in schizophrenia, but in general 
it is the depressions that have given the best 
response. 

In a follow-up study on 126 patients treated with 
metrazol and 144 patients treated by electric shock, 
cases of dementia praecox, manic-depressive and 
involutional psychosis and psychoneurosis, Pacella 
and Barrera‘ say that their statistics “suggest that 
possibly the electric shock method may be slightly 
more efficacious, at least in so far as the immediate 
results are concerned.”” The metrazol cases were 
followed for eighteen to twenty-four months and 
the electric shock cases for six to fifteen months 
after treatment. 

These workers found the results of both types of 
treatment rather discouraging in the psycho- 
neurotic cases. They consider convulsive treatment 
of undoubted, great value in the effective psychoses. 
It is interesting that in the schizophrenic patients 
only those who had strong affective components, 
principally of a depressive kind, showed substantial 
improvement or complete remission. 

During a year and a half Reznikoff® treated 100 
schizophrenic patients with electric shock. He 
found a pronounced tendency to relapse, as he had 
previously found in 100 schizophrenic patients treated 
with metrazol. He states that electric shock is prefer- 
able to metrazol because of the amnesia for the treat- 
ment, less fear and anxiety and painless shock in 
the former. 

In regard to fear of electric-shock treatment, 
Myerson® says: 

It is safe to say that the statement made in the literature 
that there is no fear of the treatment is not correct; there 
is less than with metrazol shock, and often enough the in- 
dividual treatment is not at all remembered. In the rela- 
tively sane patients, the whole matter of repairing to a 


hospital, of becoming unconscious and of a period o Cpa 
tion and loss of memory afterward becomes linked up 
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with the idea of treatment, and a definite association fear 
of the treatment develops. In the markedly psychotic 
cases, no such fear seems to be experienced. 


Favorable response to electric shock, if it occurs, 
usually follows a comparatively small number of 
treatments. Sulzbach, Tillotson et al.’ have given 
only two to six convulsive shocks in all their success- 
ful cases and have seen no impressive results if the 
latter have not been obvious after ten treatments. 
They give treatments twice, rarely three times, a 
week. Myerson,‘ in a series of 120 cases, gave seven 
or less shocks to each patient. 

Outpatient or extramural electric-shock therapy 
has proved practicable in certain cases. Wender, 
Balser and Beres*® report a series of 40 cases so 
treated. In choosing such procedure, both the 
psychiatrist and the patient’s family have to keep 
in mind the danger of suicide. The advantages are 
the preclusion of the expense of hospitalization and 
of the dread or prejudice of certain patients or their 
families in regard to hospital admission and care. 

Popular and effective, at least temporarily, as 
electric shock is, it should, of course, not be used 
indiscriminately. The physical condition of the 
patient, especially that of his heart and blood ves- 
sels, and his age must be considered. It is surprising, 
however, how well some elderly patients have with- 
stood the rigors of treatment. If the mental illness 
is particularly severe and intractable over a long 
period of time, it is fair to estimate the advantages 
of this treatment against its disadvantages. Evans® 
gave convulsive treatment, either by electric shock 
or by metrazol, to a series of patients over fifty 
years of age, and in a report on the first 50 consecu- 
tive cases claims in 40 of them either recovery or 
enough improvement to permit discharge of the 
patients to their homes. 

Although experimental work on animals has re- 
vealed some brain damage, chiefly small hemor- 
rhages, in connection with electric shock, there seems 
to be no evidence that serious or permanent injury 
of any disabling degree occurs in the brains of 
human beings. The confusion and loss of memory, 
which are typical, are apparently only of a tem- 
porary nature.® 


War PsycuHiaTry 


The literature, in both neuropsychiatric and 
general medical journals, is in large proportion com- 
posed of an unending number of articles on the 
psychiatric aspects of war. This is not overemphasis, 
since such a considerable percentage of the casualties 
in combat areas alone, roughly 30 per cent, are of a 
psychiatric nature. 

The Army, and to a less extent the Navy, in this 
country, from the inauguration of required service 
in the armed forces during the present war, have 
been alert to the fact that not every man who is 
physically well and able will make a satisfactory 
member of the forces. With their knowledge of 
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psychiatric casualties that occurred in World War I, 
they have attempted and are attempting to screen 
out or eliminate before induction the men who seem 
likely to break down nervously under the circum- 
stances of training and combat. This is no simple 
undertaking. 

The problem centers on this question: With the 
supposition that an adequate history is at hand for 
each man examined, if there are data indicating 
nervous or emotional instability in the past or at 
present, what are the definitions or interpretations 
that will give the examining physician sound guid- 
ance for accepting or rejecting the man? There is 
no clarifying answer. In the first place, adequate 
histories have seldom been obtained in the cases 
in which they would be most valuable, largely 
because psychiatric social service has only recently 
been established in most induction centers. In the 
second place, psychiatric knowledge and insight 
do not go to the extent of predicting unfailingly and 
exactly what degrees and kinds of nervous instability 
should exclude a man from service. 

It is generally agreed that a history of psychotic 
attacks, long-standing neurotic reactions, — even 
though only slightly disabling in civilian life, — 
definite psychopathic tendencies, epilepsy and 
chronic alcoholism are reasons for rejection. Yet 
Bigelow'® has observed that some men with certain 
neurotic tendencies, anxiety states, conversion 
mechanisms and hypochondriacal complaints have 
been successful in military aviation. He proposes 
that flying may be a symbolic solution of their 
neurotic conflicts. It should be remembered that 
in the last war many a neurotic did well as an 
aviator. 

There are, of course, in other branches of the 
service many men with neurotic tendencies who so 
far are doing well." Whether or not they will later 
break down may depend on the kind of strain to 
which they are subjected. 

From their experience in a naval hospital, Stearns 
and Schwab"™ conclude that the Navy has in the past 
not given sufficient attention to the importance of 
examining recruits thoroughly enough to exclude 
undesirable men. They say: “Our unmistakable 
conclusion is that the military service cannot absorb 
successfully large numbers of persons who are unable 
to get along in civilian life. These men should be 
rejected at the recruiting or . . . induction center.” 

The presence of a particular neurotic trait is not 
estimated to be so important as its severity or in- 
tensity. Also, the number of traits present in the 
personality rather than the existence of any one 
trait is thought by some to be the critical factor. 
Referring to work done at the Walter Reed General 
Hospital, Porter" lists fifteen attributes the presence 
or absence of which are determined in the histories 
of patients diagnosed as having psychoneurosis or 
a constitutional psychopathic state. These are as 
follows: 
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(1) Bed-wetting beyond four years of age. (2) Thumbsuck- 
ing or nail-biting beyond six years of age. (3) Failure to 
engage in competitive games involving risk of injury. 
(4) Tantrums in childhood. (5) Abnormal shyness or sen- 
sitiveness. (6) Preference of playing alone. 0) Repeated 
grades, difficulty with teachers, chronic truancy in school 
record. (8) Abnormal fears, such as lightning, dark, bogey- 
man. (9) Shunning of girls after puberty. (10) Faints. 
(11) Excessive autonomic system reactions to emotion: 
tremor, abnormal sweating, tachycardia, etc. (12) Sulkiness 
under discipline. (13) Abnormal attachment to mother 
after puberty. (14) Stammering. (15) Obsessional traits. 

Porter explains that he and his colleagues believe 
that the presence of four significant traits is not un- 
common in persons who have not become serious 
military problems, but that the presence of six or 
more should cause one to prognosticate a probable 
breakdown under stress. The same type of analysis 
has been interestingly and cautiously written about 
by Lewis and Slater.” They dealt with 300 soldiers 
who were hospitalized for neurotic illness. One hun- 
dred and fifty of these were returned to service and 
were still on duty some months later. The other 150 
were discharged. The authors advance the theory 
that the fewer psychoneurotic attributes the soldier 
has, the more likely it is that he will remain in the 
service. They point out, however, that the intensity 
and quality of the individual attributes have im- 
portance in prognosis. 

Showing the significance of the relation between 
a history of nervous instability and later incapacity, 
Rosenberg and Lambert," in a study of 200 con- 
secutive cases discharged from the Army at Camp 
Lee, Virginia, found that 100 per cent had symptoms 
prior to induction. Eighty-two and a half per 
cent had had symptoms for at least one year before 
induction, and a little more than 50 per cent had 
prominent symptoms for more than five years. 
The authors believe that the majority of these 
psychiatric casualties could have been eliminated 
at the induction board if relatively simple social 
service data had been made available. Gowan," 
in writing of nervous breakdowns in military service, 
says that one half to two thirds of the men with such 
disturbances show definite predisposition. 

There are limits of endurance beyond which the 
strongest and sturdiest of constitutions cannot go 
without developing psychiatric disabilities. This 
is well presented by Smith" in his description of the 
casualties among the Marines who fought at 
Guadalcanal. On the other hand, how remarkably 
well balanced a group of men can remain in the face 
of acute but not prolonged horror is depicted by 
Hogan" in his account of the behavior of the crew 
of the U.S.S. Wasp when and after it was torpedoed 
and sunk. 

Disturbing as may be the picture of such a large 
percentage of psychiatric illness as is occurring in 
the present war, the military services have become 
more and more cognizant of the necessity of eliminat- 
ing, salvaging and educating. The replacement 
training centers are paying more attention to the 
organization of neuropsychiatric service, and the 
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attempt is being made to observe each man closely 
enough to prevent his leaving the center unless he is 
judged as fit for line duty. The men who are not so 
estimated are placed where they can best be used 
unless it seems obvious that they must be given 
certificates of disability discharge.'* 

It is incontrovertible that morale or idealism of 
some kind shares importance with physical or 
mechanical factors in determining how well an 
army, or any other group of men combined for 
action, does its job. The criticism is heard fre- 
quently that the men in the Army and Navy do not 
know what they are fighting for. Somewhat be- 
latedly and not yet thoroughly enough, the military 
services are recognizing the extreme importance of 
training and education beyond the limits of a mili- 
tary manual. 

As an example of how effective education in this 
direction can be, Cohen’s?® experiment with a 
prophylactic mental-hygiene discipline is fascinat- 
ing, especially to the uninitiated. He was given 
permission to conduct three series of experiments, 
involving over-2000 trainees, at two different replace- 
ment training centers. The men were divided 
primarily into two groups, the experimental and the 
control. These were split secondarily into three 
groups who were given a number of mental-hygiene 
talks as part of the training program and three 
groups who were not given such talks. 

The talks covered the following subjects: natural 
civilian resentments to Army life; regimentation; 
fear; and a résumé of all adjustment factors. From 
the day on which the talks began until basic train- 
ing was completed a record was kept of all sick calls 
and hospitalizations. Following are the relevant 
statistics: 


First Experiment 


Sick calls for psychosomatic symptoms: 
rimental group, 8; control group, 23. 
Hospital days for psychosomatic symptoms: 
Experimental group, 4; control group, 47. 
Second Experiment 
Sick calls for psychosomatic symptoms: 
perimental group, 5; control group, 38. 
Hospital days for psychosomatic symptoms: 
Experimental group, 0; control group, 18. 
Third Experiment 
Sick calls for psychosomatic symptoms: 
rimental group, 6; control group, 28. 
Hospital days for psychosomatic symptoms: 
perimental group, 0; control group, 17. 


Promoting and maintaining mental health depends 
only in part on talks by an instructor. How it works 
is nicely illustrated in the story of Carlson’s Raiders. 
These 1000 men fought on Guadalcanal and stormed 
Makin Island. During their exploits only one{of 
them suffered traumatic war neurosis. Fortune, 
in its issue of December, 1943, gives a good descrip- 
tion of their integrity and of Lieutenant Colonel 
Evans F. Carlson’s understanding of human needs. 
Before each raid or attack Carlson discussed with 
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his men plans, means and reasons. Afterward, 
causes of failures or successes were also discussed. 
Quoting from Fortune: 

Carlson believes that because he prepared the men for 
what they might expect; because he considered their 
opinions and feelings; because they were convinced he 
would never sacrifice a man needlessly; because he provided 
an outlet for terror and tension; because his men under- 
stood what they were fighting for; because the Raiders 


trusted him imolicitly — they suffered virtually no 
psychiatric casualties. 


In the combat areas and in the advanced mobile 
base hospitals, psychiatry is doing what it can under 
the circumstances. It hardly needs to be written 
again that, at least as concerns the health of the in- 
dividual, treatment should be instituted as soon as 
possible after symptoms first appear and as near as 
possible to the geographic point of origin. Under the 
stress and strain of battle or attack, the first and 
quick and unwise reaction of some men — unwise 
from the point of view of future mental health — is 
to retreat as far as they can from the danger. There 
is a nice point here, for the mental integrity of some 
will be preserved only by complete retreat, whereas 
others underestimate their powers of resistance, 
just as some people have an overawareness of pain. 
The experienced and wise psychiatrist, or intuitive 
line officer, has to make the decision concerning the 
individual’s potentialities for recovery. 

The farther away from zones of danger the psy- 
chiatric casualty is removed the greater is his resist- 
ance to returning, and the more likely is resistance 
to be manifested by a continuance of his symptoms. 
Halloran and Farrell” write that the experience of 
the British in finding that prolonged rest, induced by 
sedatives if necessary, good food and reassurance 
given near the front return to duty 70 to 80 per cent 
of men with acute combat neuroses has been con- 
firmed in American troops. 

According to Rome,” group psychotherapy has 
been found expedient and efficient in certain ad- 
vanced mobile base hospitals. It is difficult to 
imagine that there is much opportunity for psycho- 
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therapy in most combat areas, and it is known that 
in many such areas it is possible only to classify 
and evacuate. As in civilian group psychotherapy, 
there is benefit for the individual in appreciating 
that he is not alone in the kind of disability that 
he might otherwise look on as stigmatizing. As 
Rome says, “In a group, security is gained by a 
mutual pooling of insecurity.” 

330 Dartmouth Street 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 
Stated Meeting, February 2, 1944 


HE Council of the Massachusetts Medical 
Society met at John Ware Hall, 8 Fenway, 
Boston, on Wednesday, February 2, 1944. The 
meeting was called to order at 10:00 a.m. by Dr. 
Roger I. Lee, Suffolk, president of the Society. 
There were 218 councilors present (Appendix No. 1). 
The Secretary offered the record of the last meet- 
ing as published in the New England Journal of 
Medicine, issue of November 25, 1943. 
Dr. John B. Hall, Norfolk, moved its approval. 
This motion was seconded by a councilor, and it was 
so ordered by vote of the Council. 


Report or Aupitinc ComMMITTEE 


The report (Appendix No. 2) was presented by the 
chairman, Dr. Fritz B. Talbot, Suffolk. 

‘Dr. David Cheever, Suffolk, moved that the re- 
port be accepted and placed on file. This motion was 
seconded by Dr. Albert A. Hornor, Suffolk, and it 
was so ordered by vote of the Council. 


Report OF TREASURER 


This report (Appendix No. 3) was offered by Dr. 
Eliot Hubbard, Jr., treasurer. 

He said that the revenues of the Society for the 
year 1943 were $7175.36 less than in 1942 and that 
this was largely explained by reason of the Society’s 
policy of remitting the dues of those of its members 
who were in the services of the Nation. 

He said that, under the advice of investment 
counsel, the yield of the General Fund had increased 
from 1.90 to 2.40 per cent and that of the Building 
Fund from 1.90 to 2.95 per cent, the total of the 
latter fund being $66,566.69. He added that the 
total expenses for 1943 were $33,133.02, as compared 
with total expenses of $48,680.85 for 1942. The 
Society ended the year 1943, he concluded, with 
total assets of $250,385.47. 

It was moved by Dr. Hornor that the report be 
accepted with thanks. This motion was seconded by 
Dr. Cheever. 

Dr. Carl Bearse, Norfolk, thought that the ad- 
vance sheets distributed by the Treasurer should 
show the investments in more detail. Dr. Hubbard 
replied that he would be glad to supply such in- 
formation if it was the councilor’s wish. 

The motion was adopted by vote of the Council. 


Report oF ExecuTivE ComMMITTEE OF THE COUNCIL 


The report was offered by the Secretary. 

He spoke of the activities of the Committee 
Appointed to Consult with Representatives of the 
Other New England State Medical Societies Regard- 


ing the Wagner-Murray-Dingell Bill. He par- 
ticularly referred to a statement prepared by an 
informal group of physicians from the six New 
England states and added that the Executive Com- 
mittee of the Council authorized the President and 
Secretary, in the name of the Massachusetts Medical 
Society, to send this statement in the form of an 
open letter to the Massachusetts representatives in 
the Congress of the United States. 

The Secretary called the councilors’ attention to 
the fact that this statement appeared in the advance 
sheets of information and that the statement itself 
would be presented later in the meeting as part of the 
report of this special committee. 

The Secretary spoke of a memorandum received 
on December 23, 1943, from the Office of the Surgeon 
General of the United States Army, which stated 
in part, “This office will no longer recommend the 
appointment of graduates of Middlesex College of 
Medicine as commissioned officers in the Medical 
Corps, Army of the United States.” He also referred 
to an article printed in the Boston Herald, issue of 
December 22, 1943, in which C. Ruggles Smith was 
quoted as saying that the probable reason for this 
action on the part of the Surgeon General was 
pressure from the American Medical Association. 
The Secretary spoke of a letter received from Dr. 
Olin West, secretary of the American Medical 
Association, in which any such activity on the part 
of this Association was denied. 

The committee reviewed the reports of the Com-. 
mittee on Finance and the Postwar Loan-Fund 
Committee and approved both, recommending that 
certain parts of the report of the Committee on 
Finance be clarified. 

The committee reviewed the report of the Com- 
mittee on Cancer and noted that this committee 
was not in accord regarding its recommendations to 
the Council anent certain new regulations issued by 
the Massachusetts Department of Public Health 
for the direction of state-aided cancer clinics. It 
further noted that the majority of the committee 
recommended that the regulations be approved 
pending a six months’ trial and that from this view 
the minority dissented. The committee referred the 
report back to the Committee on Cancer with 
certain memoranda originating in the Massachusetts 
Department of Public Health and supplied by Dr. 
Elmer S. Bagnall, president-elect. 

The report acknowledged the receipt by the com- 
mittee of a letter from Dr. Sidney C. Wiggin in 
which the latter requested that there be set up in 
the Massachusetts Medical Society a Section on 
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Anesthesiology. The Secretary reported that the 
committee recommended adversely in this matter, 
and moved the adoption of this recommendation. 
The motion was seconded by a councilor. 

Dr. William A. R. Chapin, Hampden, said that 
there were many reasonable arguments advanced 
in Springfield in favor of the establishment of such 
a section and that it was a pity that there was not 
someone present to direct the debate in this direc- 
tion. He added that he was sorry to see the matter 
go by default. Dr. Peirce H. Leavitt, Plymouth, 
expressing a similar viewpoint, said that if the 
anesthetists had the ambition to establish a Section 
on Anesthesiology they should be given the oppor- 
tunity to go ahead. The Council, on a show of 


hands, adopted the recommendation of the 
committee. 
The referred to a communication from the 


Michigan State Medical Society in which the latter 
urged that the Massachusetts delegates to the House 
of Delegates of the American Medical Association 
be instructed to support a resolution calling for the 
establishment of an information bureau in Wash- 
ington, D. C. The Secretary said that the com- 
mittee recommended that this matter be left, 
without instruction, in the hands of the Massachu- 
setts representatives in the House of Delegates, and 
moved the adoption of this recommendation. The 
motion was seconded by Dr. Charles C. Lund, 
Suffolk. Dr. Hyman Morrison, Norfolk, asked that 
the resolution be read. At the request of the Presi- 
dent, the Secretary said that this resolution ap- 
peared on pages 17 and 18 of the advance sheets of 
information. The Secretary added that, when a 
similar matter was before the Council last May, the 
Massachusetts representatives were sent to the meet- 
ing of the House of Delegates uninstructed and that, 
as an observer at the meeting, the wisdom of this 
action was very apparent to him. The recom- 
mendation was adopted by vote of the Council. 

The report spoke of certain appointments that 
had been made by the President since the last meet- 
ing of the Council and of their approval by the 
committee. 

The Secretary moved the adoption of the report 
as a whole. This motion was seconded by a coun- 
cilor, and it was so ordered by vote of the Council. 


Reports OF COMMITTEES 


Committee on Publications — Dr. Richard M. Smith, 
Suffolk, chairman. 

The report (Appendix No. 4) was offered by the 
chairman, who in glowing terms spoke of the work 
of the editor, Dr. Robert N. Nye. He added that, 
under the latter’s management, the Journal had 
become one of the outstanding medical publications 
in this country. 

The report said that the total number of sub- 
scriptions as of December 30, 1943, was 11,909 plus 
347 copies sent once each month to the members of 
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the New Hampshire Medical Society and that the 
outside subscriptions had been greatly increased, 
with the result that, although there had been many 
cancellations during the year, the net increase was 
2704. 

The report said that the financial operations of 
the Journal for the year had been very satisfactory, 
the net loss being $5,852, as compared with a net 
loss of $17,550 in 1942. | 

The report spoke of the employment of a new 
printer who took over on January 1, 1944, and said 
that this had been made necessary for many reasons. 

The shortage of paper, the report continued, repre- 
sented a problem that was being met in several ways. 
In respect to this matter the report went on to say 
that it may be necessary to cut the weight of the 
paper or the pagination or both. 

Seventy-seven per cent of the papers submitted 
for publication were accepted. 

The report spoke of the increase in the routine 
office work during the year and pointed out that the 
clerical work required by the officers and various 
committees of the Society had demanded more and 
more of the time of the office staff. To Miss Davies 
and her assistants the report gave unstinted praise 
for the handling of the work. 

Dr. Smith moved the adoption of this report. The 
motion was seconded by a councilor. 

Dr. Lee commented on the excellence of the 
report and said that with its adoption should go the 
grateful thanks of the Council. This motion was 
adopted by vote of the Council. 


Committee on Arrangements — Dr. Gordon M. 
Morrison, Middlesex South, chairman. 


Dr. Roy J. Heffernan, Norfolk, a member of the 
committee, announced, in Dr. Morrison’s absence, 
that the committee had no report. 


Committee on Ethics and Discipline — Dr. Ralph R. 
Stratton, Middlesex East, chairman. 
No report. 
Committee on Medical Education — Dr. Robert T. 
Monroe, Norfolk, chairman. 
No report. 
Committee on Membership — Dr. Harlan F. Newton, 
Suffolk, chairman. 
No report. 
Commitice on Public Health — Dr. Francis P. Denny, 
Norfolk, chairman. 
No report. 
Committee on Medical Defense — Dr. Arthur W. 
Allen, Suffolk, chairman. 
No report. 
Committee on Society Headquarters — Dr. William H. 
Robey, Suffolk, chairman. 
No report. 
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Committee on Finance—Dr. Francis C. Hall, 
Suffolk, chairman. 


Dr. Hall called the councilors’ attention to the 
committee’s report (Appendix No. 5) as printed 
in the advance sheets of information beginning on 


page 3. 

Dr. Hall moved the acceptance of the report. This 
was seconded by a councilor, and it was so ordered 
by vote of the Council. 

Dr. Hall moved the adoption of the budget for 
1944. This motion was seconded by a councilor. 

Dr. Lester M. Felton, Worcester, spoke of a com- 
munication that he believed Dr. Brainard F. Conley 
had sent to Dr. Hall. Dr. Hall expressed his thanks 
to Dr. Felton for this reminder. The letter, Dr. 
Hall said, was to the effect that, whereas the Com- 
mittee on Legislation had asked for $100 originally, 
it was apparent that, because of national legislative 
matters, the committee would need a total of $2000. 

Dr. Hall moved, as an amendment to his original 
motion to adopt the budget as recorded in the ad- 
vance sheets, that the sum of $1900 be added to that 
which had been allowed the Committee on Legis- 
lation. This amendment was seconded by Dr. 
Felton. 

Dr. George Leonard Schadt, Hampden, asked if 
the duties of the Committee on Legislation con- 
cerned this committee with national legislative 
matters. He was answered in the affirmative by the 
chair, who read Section 4 of Chapter VII of the by- 
laws. The motion as amended was adopted by vote 
of the Council. 


Committee on Industrial Health— Dr. Dwight 
O’Hara, Middlesex South, chairman. 
No report. 


Massachusetts Committee on Procurement and Assign- 
ment — Dr. Reginald Fitz, chairman. 


This report was offered as a courtesy to the 
Massachusetts Medical Society. 


The report (Appendix No. 6), which was read by 
Dr. Fitz, stated that half the members of the 
Society less than forty-five years of age and two 
thirds of the members thirty-eight years old and 
younger were in active military service and that 
it was difficult to perceive how many more prac- 
ticing physicians could be withdrawn without re- 
sulting in serious difficulty in the matter of the 
medical care of the civilian population. 

The report spoke of the decision of the Surgeon 
General to no longer recommend the commissioning 
in the medical corps of graduates of a certain school 
and said that many of the young men affected by 
this decision were continuing to serve as residents 
and interns in hospitals badly needing them and 
that others had opened offices in areas claiming to 
need physicians. The report added that few, if any, 
had been drafted by Selective Service as privates. 
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The report spoke of the 9-9-9 plan for interns and 
residents. 

Having in mind the influenza epidemic of twenty- 
five years ago, the report spoke of plans that were | 
being jointly worked out with the War Participation 
Committee of the Massachusetts Medical Society, by 
which a type of emergency service could be estab- 
lished in the Commonwealth. 

Dr. Fitz moved the acceptance of the report. 
This motion was seconded by a councilor, and it was 
so ordered by vote of the Council. 


Committee on Public Relations —Dr. Albert A. 
Hornor, Suffolk, secretary. 
Dr. Hornor reported as follows: 


The committee met on December 15, 1943, at the Har- 
vard Club and in addition to the president, president-elect, 
vice-president and secretary of the Society, there were 
representatives of twelve district societies. 

he minutes of the last meeting were approved as dis- 
tributed to members of the committee. 

The report of the committee invited to sit with the 
Advisory Council of the Committee on Unemployment 
and Social Security for the Commonwealth of Massachu- 
setts was presented as a progress report and discussed by 
all members present. It was duly moved and seconded 
and finally passed by unanimous vote that the Committee 
on Public Relations endorse and continue study, by sub- 
committee, of plans for sickness and indemnity insurance 
as presented before the above-named committee. 

progress report was received from the subcommittee 
to look into the Det pe of better publicity for the 
Massachusetts Medical Society. The Committee on Public 
Relations voted unanimously in favor of a study for 
means of public education regarding the Massachusetts 
Medical Society by its subcommittee on publicity. 

The Committee on Public Relations was designated, by 
President Lee, as the committee of the Society to function 
with the Council on Medical Service and Public Relations 
of the American Medical Association. 

The formulary of drugs for recipients of public welfare, 
as published by the Department of Public Welfare, was 
discussed and refe to the Subcommittee on Tax- 
Supported Medical Care for study and appropriate report. 


Dr. Hornor moved the acceptance of the report. 
This motion was seconded by a councilor, and it was 
so ordered by vote of the Council. 


Subcommittee to Meet With the Medical Advisory 
Committee of the Industrial Accident Board — 
Dr. Daniel J. Ellison, Middlesex North, chair- 
man. 

No report. 

Subcommittee on Tax-Supported Medical Care — 

Dr. Elmer S. Bagnall, Essex North, chairman. 
Dr. Bagnall reported as follows: 


To this subcommittee of the Committee on Public Rela- 
tions was referred the matter of the Formulary at the 
first meeting of the Committee on Public Relations. Our 
report has not had a chance to be reviewed by the Com- 
mittee on Public Relations and unless the Council desires 
otherwise, we think that it should wait until the Com- 
mittee on Public Relations receives it. 


Dr. Lee announced that Dr. Bagnall’s report was 
accepted as a report of progress. 
Subcommittee on Postpayment Medical Care (Bank 


Plan) — Dr. Elmer S. Bagnall, Essex North, 
chairman. 


No report. 
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Subcommittee Concerned With Prepayment Medical- 
Care Costs Insurance — Dr. James C. McCann, 
Worcester, chairman. 

Dr. McCann reported as follows: 


I shall make a brief statement with respect to the present 
status of the corporation. At the last meeting of the Coun- 
cil we anticipated an enrollment of 15,000 subscribers b 
the first of the year. Today, the enrollment is 25,000, 
which is probably the most satisfactory response under 
the restricted program we offer — surgical-obstetrical bene- 
fits — that has been experienced by any of the states except 
Michigan, which has always had a most unusual experience. 

Regarding the financial condition of the corporation, as 
we had anticipated in the last report, all the organizational 
expenses and current eapenese ave been taken care of, 
and we are operating in the black, and it looks as if during 
the next year a satisfactory surplus will begin to appear 
on the books. This is in addition to a rather rigid require- 
ment of placing away a reserve of 25 per cent, as required 
by the Commissioner of Insurance. 

With reference to the accumulation of reserves, the 
Board of Directors has already begun to discuss an exten- 
sion of the basic contract to include medical care in the 
hospital. This, of course, would be much to our advantage 
in any new program. The control of this matter is also 
in the hands of the Department of Insurance in so far as 
they will require a satisfactory financial condition before 
we make this extension. In conversation with the deputies 
in the office of the Department of Insurance, they ag 
to review our rates as of June and to make recommenda- 
tions to us, and also to examine any plan that we may 
suggest for extending the benefits. 

e relations of the corporation with the profession 
have so far been eminently satisfactory. In the office we 
are quite conscious of the delay in the handling of the 
reports from the profession and in making the final set 
ment of accounts; but this is an unavoidable situation 
until the administrative forces in the office become ac- 
quainted with the entirely new matter of medical problems 
as compared with the usual hospital problems. All along 
the way steps are being taken to eliminate such problems 
as delay in the handling of accounts, and I think that 
during the next year the members of the profession will 
find that matters will be handled in an increasingly satis- 
factory manner — at least that is our hope. 

This is just an informal report, and I move that it be 
accepted as such. 


Dr. McCann’s report was accepted as a report of 
progress. 


Committee on Legislation — Dr. Brainard F. Conley, 
Middlesex South, chairman. 


The report, which was offered by Dr. Lester M. 
Felton, Worcester, is as follows: 


Since the last regular meeting of the Council there have 
been four meetings to consider various legislative matters — 
one meeting of the full committee, two meetings of the 
executive group of five members and one meeting of the 
latter group with the Legislative Committee of the 
Massachusetts State Pharmaceutical Association. 

There has been established full, active co-operation be- 
tween the druggists and the physicians of Massachusetts 
on matters of legislative interest to both professions. 

The Massachusetts State Pharmaceutical Association 
has issued, at no small expense, a great amount of litera- 
ture to the public through the drugstores of the State. 
This particular literature has to do with the dangerous 
aspects of the pending Wagner-Murray-Dingell Bill. 
On February 9 this association of druggists will hold its 
midwinter convention in Worcester. rtion of that 
afternoon will be given over to the Massachusetts Medical 
Society. Dr. Roger I. Lee, Dr. James C. McCann and 
the chairman of the Committee on . -¥~ have ac- 
cepted invitations to speak during that i The 
pharmaceutical profession of Massachusetts is bitterl 

to the passage of the Wagner-Murray-Dingell 


op 
Bill. As individuals, the druggists are doing more for the 
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doctor than the latter is doing for himself. Collectively, 
through committees, both professions are equally active. 

The Committee on Legislation has given careful study 
to the part of the Wagner-Murray-Dingell Bill that per- 
tains to the practice of medicine. We are convinced that 
passage of this legislation would bring about a regimenta- 
tion of the American people into a federal system of social- 
ized medicine and compulsory governmental hospitaliza- 
tion and bring about a dangerous revolution, which would 
be detrimental to health care. Plans are under way for a 
state-wide campaign in opposition to this pending legis- 
lation. The progress of this menancing threat to proper 
medical care for the American people is being wate 
each day by the members of this committee. 

e¢ committee believes, from conversations with many 

members of the Society, that it would be of advantage in 
many ways if a section of the New England Journal of 
Medicine could be devoted to medical economics. Suc 
a section would, we believe, be welcomed by a majority. 

ost economic changes have or will come through legi 
lation. Therefore this committee makes the suggestion. 


Dr. Felton moved the acceptance of this report. 
This motion was seconded by a councilor. 

Dr. Hyman Morrison, Norfolk, said that he 
thought the apparently unanimous opinion on the 
Wagner—Murray-Dingell Bill cannot be a true ex- 
pression of what people are really thinking about it. 
He added: “‘Can it be such a terrible proposition that 
the unanimous opinion of the medical profession is 
against it. It is very gratifying to read the state- 
ment of the Massachusetts Medical Society in co- 
operation with the other state medical societies of 
New England.” 

Dr. Lee ruled that the Wagner—Murray-Dingell 
Bill was not under discussion at that time and that 
opportunity would be had for such discussion later 
in the meeting. 

The report of the Committee on Legislation was 
accepted by vote of the Council. 

Dr. Felton moved that the Committee on Legis- 
lation meet with the Committee on Publications to 
the end of devising methods of education in medical 
economics. This motion was seconded, and it was so 
ordered by vote of the Council. 


Commitice Appointed to Consult With Representa- 
tives of the other New England State Medical 
Societies Regarding the Wagner-Murray-Din- 
gell Bills — Dr. Walter G. Phippen, Essex 
South, chairman. 


This report (Appendix No. 7) was offered by Dr. 
Phippen. He referred the councilors to pages 1, 
2 and 3 of the advance sheets of information for 
the full text of the report. 

Dr. Phippen moved the acceptance of the report. 
This motion was seconded by a councilor and it was 
so ordered by vote of the Council. 

Dr. Phippen moved that the Council approve 
the action of the Executive Committee in approv- 
ing this report and authorizing the release of the 
following letter: 


Massacuusetts Mepicat Society 
8 Fenway, Boston 
December 2, 1943 
Dear Sir: 


The Massachusetts Medical Society, in conjunction with the medical 
societies of Maine, New Hampshire, Vermont, Rhode Island and Connect- 
icut, has studied Senate Bill 1161 and House Bill 2861 now before the 
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Congress he atees States and respectfully submits its views on this 
egislation. 

€ approve of the broad medical objective of the act that we interpret 

to be an attempt to improve the health of the . Asa basis of our 

approval we cite the progressive leadership which the physicians of New 

England have always shown in the development of public-health enter- 

For more than fifty we have consistently su the plea 

the establishment of a National Department of teak with a secre- 

tary in the President’s Cabinet, under whom would be co-ordinated many 

important public-health programs, exclusive of the Army and Navy. 

are now scattered through various departments and bureaus of 

the federal government and already play a large role in the provision of 
medical care for the people of this country. 


‘ use of the insurance principle on a voluntary basis 
as a means to aid the individual to budget against the cost of medical care. 
We maintain that when insurance programs are not directly under the 
supervision of the medical profession by whom medical care is to be ren- 
dered, they should provide for cash benefits to be paid to the individual 
for we firmly believe that the citizens of New England are capable of 

care. 


ing medical care. 

“Private enterprises in the field of volunta id medical and hos- 

i insurance are increasing federal "These facilisies should be utilized 
necess 


we e to be a elopment that would be acceptable to the New 
E nd people, for ay CH. care could be provided even for the 
i t who are public rges, a provision most desirable in those 
pete sw that have been unable or unwilling to meet this obvious 
t 


y. 

e shall be glad to work out plans with tatives of the federal 
and state governments to improve the health of all the but we 
vantage of e agencies the social patterns 
that are well by our people. 

Very truly yours, 
[Signed Roger I. Lee 
Rocea I. MD. President 
{ | Michael A. Tighe 
Micuaet A. Ticue, M.D., Secretary 


This motion was seconded by a councilor. 


Dr. Hyman Morrison was recognized by the chair. 
He spoke as follows: 


I want to apologize again that, in my zeal to bring up the 
discussion on the Wagner-Murray-Dingell Bill, I ran 
ahead of the program. 

But it seems to me, I repeat, that a measure of such im- 

nce surely cannot but meet two points of view. As 
intelligent men we cannot accept a measure of such wide 
implication without giving it great thought and without 
feeling that there are two sides to the question. Few have 
read the bill: it covers over sixty pages. I admit I have not 
read it, but I did hear Senator Murray speak on it. If we 
have not thought about it or heard what the bill means 
to do, then unanimous acceptance or disapproval of it 
does no credit to any body of men. 

It is gratifying t at the medical societies of the New 
England states have met with great self-restraint the 
paper now pending before Congress. A great stride 
orward has been taken when organized medicine began 
to approve voluntary medical insurance. That in itself 
indicates great progress in the thinking of our profession. 
It is not so long ago that any effort at poopeymens medical 
service was considered taboo, and I think Dr. McCann will 
support me in this with his experience in the organization 
of the Massachusetts Medical Service. If nothing else, the 
health measures before Congress during the past decade 
have surely challenged the medical profession and have 
stimulated us to plan more adequate service for the low- 
income groups of the population. 

The great objective of the bill is to give adequate medical 
care to the millions of people in America who do not get 
it. This may not apply to Massachusetts or Vermont, but 
nevertheless there are millions of people who cannot obtain 
good medical service without pauperizing themselves, as 
they do in the free clinics. This goes against the grain of 
human dignity. What the legislation under discussion 
proposes, in a broad way, is to make it ible for people 
with low incomes to get adequate medical care without 
panpettiiag themselves — through compulsory insurance. 

his seems to me a great advance. It does not intend to 
do away with private practice; nor should it disturb the 
traditional cordial relation between physician and patient. 
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Why should it be different to the physician, worthy of the 
name, whether he is paid by the individual or through a 
collective fund? 

It has been said that this sort of a is an in- 
fringement on our freedom as individuals. Now it seems 
to me that we take an attitude toward our government 
as if it were something foreign, coming in from the outside 
and infringing on our rights. Do we forget that the Govern- 
ment is what we make it? Our Congressmen are e 

Government is the American people, responding to 
the will of the majority. 

So I appeal, not particularly for this measure, but for a 
dignified attitude toward this type of legislation, and I am 
grateful as an individual to the officers of the New England 
medical societies for the broad aspect they have taken 
toward the bill. 


It was suggested by Dr. J. Harper Blaisdell, 
Middlesex East, that when the vote on this ques- 
tion was taken it be by a show of hands. This 
suggestion met with the approval of the Council. 

Dr. Schadt asked how it was that this letter was 
adopted before being submitted to the Council. Dr. 
Lee replied that it was published under authorization 
of the Executive Committee of the Council. 

In response to the same question and on the in- 
vitation of the chair, Dr. Phippen spoke as follows: 


We had several meetings and conferences with the mem- 
bers of the other state societies. They were very to 
come and spend long afternoons with us in the ton 
Medical Library. We usually spent three hours at a ses- 
sion, and we discussed almost every aspect of the Wagner- 
Murray-Dingell Bills. Dr. Morrison says he has not read 
the bill, and I venture to say that if we took a poll of this 
group here we should find that few of you have read the 

ill completely, and I cannot say that I blame you very 
much. It is very tiring and wearisome reading. 

You asked us to — the bill and make some state- 
ment that would cover the consensus of a majority of the 
medical men. Now we do not say that these words that 
we have set down in print are the words that each one of 
you would have chosen if you were doing the same 
that we had to do; but we believe, by and , thatt y 
fairly represent the general opinion of medical men all 
over New England. At the second session we agreed 
to go our ways for a spell and to talk with all our neigh- 
bors and friends in order to ascertain how they felt about 
the bill. When we met again this letter was the result of 
the consensus. The other societies were anxious to get 
this into the hands of all the senators and representatives 
as soon as possible; and, since a meeting of the Council 
was not scheduled until today, we asked the Executive 
Committee if they would authorize us to ahead and 
join with these other societies in releasing this statement, 
which the Executive Committee did. 


The motion to approve the action of the Executive 
Committee of the Council was adopted, the vote 
being 176 for and 3 against. 


Committee on Cancer — Dr. Ernest L. Hunt, Worces- 
ter, chairman. 


Dr. Hunt announced that the full text of the re- 
port (Appendix No. 8) had appeared in the advance 
sheets of information beginning on page 9. He said 
that the report concerned itself with certain new 
regulations that had been set up by the Massachu- 
setts Department of Public Health for the regula- 
tion of the state-aided cancer clinics. He added that 
the Committee on Cancer was not in accord regard- 
ing its recommendations anent these new regulations 
and that, therefore, a majority and a minority report 


| | | | . | not | | 
development of a national health program. It is implied by the act that 
the distribution of compulsory savings managed by federal authorities 
will guarantee better health for all the people. We agents doubt 
that euch objective can be realized in this way. In the New England 
states, judged by any standards with which we are familiar, there is no 
need to revolutionize the habits of the people in their methods of obtain- 
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were submitted. He noted the absence of Dr. 
Daland’s name from the majority report. He ex- 
plained that, although Dr. Daland was not present 
at the last meeting of the committee, he did vote 
with the majority at an earlier meeting. 

He added that the majority of the committee 
recommended that the Council take no action on 
these recommendations pending a six months’ trial 
and that the minority recommended that the new 
regulations be not approved by the Council in so 
far as they relate to the collection of fees to be 
applied to the expense of conducting the clinics. 

Dr. John M. Fallon, Worcester, moved the accept- 
ance of the report. This motion was seconded by 
a councilor, and it was so ordered by vote of the 
Council. 

Dr. Lee explained that Dr. Hunt, not being a 
member of the Council, could not participate in the 
debate on this subject without the unanimous con- 
sent of the Council. 

Dr. David Cheever, Suffolk, moved that this 
consent be given. This motion was seconded by a 
councilor, and it was so ordered by vote of the 
Council. 

Dr. Frederick S. Hopkins, Hampden, moved the 
adoption of the majority report. This motion was 
seconded by a councilor. 

Dr. Felton asked the chair if this meant that one 
could ignore for six months anything that the 
Department of Public Health had to say regarding 
this. Dr. Lee replied that he thought it meant that 
there would be no action by the Council during that 


time. 

Dr. Philemon E. Truesdale, Bristol South, said 
that he was one of those who voted in the committee 
to recommend deferment of action by the Council 
for six months. He added that the ruling put out by 
the Attorney General was, after all, the opinion of 
one lawyer and that, until its correctness was estab- 
lished by the courts, it could not be said to be con- 
stitutional. He referred to the survey of the state- 
aided cancer clinics recently made by Dr. Channing 
Simmons and to its conclusion that sixteen clinics 
were doing excellent work and that in seven this 
work was substandard. He also spoke in a com- 
plimentary manner of the Fall River Clinic, under 
the chairmanship of Dr. Thomas Almy, and said 
that these clinics are doing a work of charity for the 
common good. He thought that it might be wise 
to refer this matter to the attorneys of the Society 
for their interpretation. 

Dr. Charles. C. Lund, Suffolk, in favoring the 
adoption of the majority report, said that the 
Department of Public Health was bound to follow 
the Attorney General’s recommendation and that, 
as a consequence, this department had to set up 
certain new regulations. He added that the state- 
aided cancer clinics had been operating under these 
new regulations for two months. He spoke of a 
conversation that he had with Dr. Lombard, during 
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the course of which he had been informed that, for 
this two-month period, a total of about $69 had been 
collected under these new regulations and that this 
represented a little over $2 per clinic per month. 

Dr. Bernard Appel, Essex South, in speaking in 
opposition to the adoption of the majority report, 
said that he was the dermatological consultant to 
the Lynn Cancer Clinic and that he looked up some 
figures which showed that between 50 and 60 per 
cent of the cases that are seen at this particular clinic 
are skin cases. He spoke of a woman who saw him 
at a skin clinic for 50 cents; she was then referred 
to the cancer clinic and saw him there for $10. 
His conclusion was that there was something wrong 
with such a situation. “We say,” he continued, 
“Let. us charge them $10 because that is the law, 
but we do not expect anybody to pay it — in other 
words, do not pay any attention to it.” 

Dr. Phippen spoke as follows: 


This cancer business seems to be quite a question, and 
I think the fact is that the Attorney al has rendered 
a definite report that the Commissioner of Health is 
nd to follow; but for us today to accept the minority 
report and thereby upset the machinery that the Com- 
missioner of Health has set up seems very unwise. The 
$10 fee in the cancer clinic is ridiculous, and something 
has got to be done about it. There is not much sense in 
charging such a fee and then saying to the patient: “Well, 
you don’t have to my $10. You can pay 50 cents and it 
will be all right.” But I think we should accept the ma- 
jority report with the understanding that the Committee 
on Cancer get busy with the Commissioner of Health to 
straighten the thing out. I am sure it is quite possible 
for him to come to some definite arrangement that is agree- 
able to the committee and to the neil. 1 am in favor 
of allowing them six months of grace to get busy and do 
something about it. 


Dr. Fallon said that he might have oversimplified 
this matter in his own mind, but that it looked to 
him as if the question was whether or not a person 
able to pay $10 belonged in a state clinic. 

Dr. George A. Moore, Plymouth, emphasized the 
fact that the cancer clinics are diagnostic and that 
he would like very much to have these new regula- 
tions tried out for six months. 

Dr. Hunt was then invited by Dr. Lee to enter 
the discussion. He spoke as follows: 


I am sure that the diffused opinions we have just listened 
to show that there is some need of light in this picture— 
making statements that seem to be much beside the point 
of the matter. I might refer to Dr. Lund’s contention 
that it is too small to take any notice of by rp see you 
of the mother who thought that her unmarried daughter’s 
illegitimate baby ought to be overlooked because it was 
so small. If I should use the cancer nomenclature I would 
wy that this is just a little pimple. Compared with the 

agner Bill it is quite tiny — but it is just as important 
in its principle. 

As chairman of the Committee on Cancer I venture to 
present a minority report at variance with that of the 
majority because of my conviction, supported by the 
opinion of the Worcester Cancer Clinic Committee, of 
which I am also chairman, that the implications of cer- 
tain features of the new rules and regulations are such 
as may embarrass those members of the Society who statf 
the clinics in the esteem of their fellows. Consequently, the 
enlightened opinion of the Council is sought for their 

uidance and for its influence on the policies of the State 
partment of Public Health. 
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In other words, it is a matter involving the question 
whether it is right or wrong, whether it is ethical and 
proper or not. But the thing they have not mentioned 
is that, whereas a fee of $10 is the upper limit, they do 
not exclude sie aed millionaire can walk in and 
get that service for $10, and that is where it reflects against 
the medical profession. 

e objectionable features are found in those clauses 
which relate to the collection of fees for clinic services 
and the use of the funds realized from such fees. 

It is contended that the plan (1) extends state medicine 
beyond the intent of the Constitution, (2) exploits the 
voluntary services of the clinic staffs to reduce the cost 
of the clinics to the State, (3) puts the clinics into unfair 
competition with private consultants, including their own 
staff members and (4) puts an unfair burden of legal 
responsibility on the — members of this society w 
head the local clinics. us examine these contentions 
in more detail: 

(1) The new plan extends state medicine beyond the intent 
of the Constitution. So long as a state agency offers to sell, 
under whatever guise, medical services to persons out- 
side the indigent and near indigent classes, at rates equiva- 
lent to those accepted by local custom for private sources 
of the same services, it is invading the field of free medical 
enterprise. It thereby violates the spirit of the constitution 
and good public policy. It cannot, in fairness, require 
practitioners of medicine to comply with its own edu- 
cational and quality of service standards through license 
to practice and then undermine their field in order to ease 
its own financial commitments whenever it decrees it 
to do 

eretofore the clinics have been a co-operative effort 
between the puperynent of Public Health, the physicians 
and the hospitals. Because of the universality of the can- 
cer problem and the supposed taxpayers’ rights no limita- 
tion has been placed on who should be received for con- 
sultation and meee in the clinics. Since no fees were 
char and no financial gain accrued to either member 
of the co-operative group, no one found fault until the 
Attorney General discovered that, in serving persons able 
to pay, the a a Nong of Public Health, through the 
clinics, was violating the Constitution. So the Depart- 
ment ‘devised this new plan, and in order to “as far as 

sible maintain the former status of the clinics” (quoted 
rom letter of Dr. Getting of January 21, 1944) put them 
on a pay basis for — above the indigent level and 
fixed a fee of $10 or fraction thereof. Such a fee is equiva- 
lent to private consultation fees in many parts of the state. 

(2) Exploits the voluntary services of the clinic staffs to 
reduce the cost of the clinic to the State. The rules provide 
that even though fees of $10 are to be charged those 
patients able to pay, the services of hospital and medical 
staff remain on a gratuitous, contributory basis. 

Who gets the money? At the end of the month all 
receipts from fees are deducted from the bill sent the State 
for the expenses of the clinic; therefore, the state gets it. 
Thus medical charity is extended beyond the needy pa- 
tient to the treasury of the Commonwealth. The remedy 
is to give up the pay clinics or to pay doctors and hospitals. 

(3) Puts the clinics into unfair competition with private 

consultants. The rules provide no authority whereby any 
citizen, however opulent, may be excluded from the bene- 
fits of the clinics. On the other hand, they offer him a bar- 
gain for they require the presence of a surgeon, a pathologist 
and a radiologist at each clinic so that the patient shall have 
the benefit of so-called “group diagnosis.” When the 
average purchaser can get the services of three clinic experts 
for the price of one private expert, which will he be likely 
to choose? 
_ A feeble attempt to prevent this exploitation is found 
in the foreword to the rules and regulations, wherein the 
referring doctor is permitted to provide the clinic with in- 
formation in regard to the patient’s ability to pay, but 
whether he does or not the clinic has no authority to ex- 
clude the patient and is obligated to collect fees from him 
if the doctor says he is able to pay. 

The referral card that doctors are supposed to use, but 
seldom do, suggests to the doctor that he decide what 
persons are eligible to clinic services but does not make 
the patient’s admission conditional on his doing so. If 
- does give any information the clinic must take his word 
or it. 
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(4) Puts an unfair burden of legal ae ge oy ity on the 
unpaid members of this society who head the local clinics. 
To save time I think I shall not press this point now. 

I just took this attitude on the majority report because 
I thought that this whole subject should be brought out 
into the light of day, so to speak. Please be assured that 
I do not wish to break down the clinics; I desire to put 
them on a sound basis of service to the indigent or near 
indigent. I have been with the state cancer program from 
the Tesianion — now seventeen years. I want to continue 
but I also want to do so in conscience. 

I want to say, in conclusion, that we cannot govern the 
State Department of Public Health, and it is to promote 
the discussion of this problem that I am asking your 
opinion today. 


Dr. Bagnall spoke as follows: 

As a matter of attitude as a member of the Council, my 
feeling is that we should go 51 per cent of the way in co- 
operation with the Department of Public Health. As a 
member of the Public Health Council I feel that I want to 

at least 51 per cent of the way in co-operation with the 
Kiessochucette Medical oy and I know that that is 
the attitude of the Public Hea th Council, as well as of the 
Commissioner. 

lf you remember the phraseo of this law, it states 
that the Department of Public Health shall operate a clinic 
for cancer with or without the co-operation of organized 
medicine. So far as the legal angles are concerned, I think 
the suggestion of Dr. Truesdale is an excellent one. It 
is difficult for a body of this sort to get down to the im- 
portant fundamental factors that would put us in position 
to decide what we ought to do. It must be apparent to 
all of you that that is necessary. That is why I should 
leave it to the members of the committee. 

I have not heard Dr. Hunt say oceans about a memo- 
randum that the Commissioner published; but Dr. Lom- 
bard, at my request, produced it. It is to the effect that 
when patients are referred to the clinics by the attending 
physicians, the latter shall have a chance to follow the 
medically indigent. The clinics are instructed by the 
Commissioner and Dr. Lombard to inquire about the 
medical indigency of those patients who come in, who 
filter in through the family physician, and to direct that 
those people go to a private physician. That seems to 
an answer to the statement that the state is practicing 
medicine on those who are not medically indigent. 

In the matter of fee, Dr. Hunt, I think, contends only 
for two things. One is that we be not put in competition 
with ourselves so far as taking people who are not medically 
indigent is concerned. I think the Department of Public 
Health and the Committee on Cancer have definitely taken 
that stand and are in agreement. The only thing that 
remains then, is whether we have a $2 fee, as Dr. Hunt 
asks, or a $10 fee. 

The $10 fee does not cover the cost. The cost of any 
patient on the average is more than $20, as all the facts 
show on the basis of medical indigency. 1 am very sure 
that, if $10 is too high a fee, there can be an adjustment 
between the Department of Public Health and the 
Massachusetts Medical Society. Someone said that the 
intent of the law was that every patient should pay $10. 
I think that is a mistake. The $10 was stated as the fee 
with gradations downward according to the degree of 
medical indigency. 

There is another matter that awey you have not in 
mind but that I have in mind. I may be anticipating this. 
I have given it considerable thought and have not come 
to any fixed opinion. It has been stated that the Depart- 
ment of Public Health is presuming to direct the procedure 
that is offered in the State. The Department of Public 
Health would not have any right under those plans to 
reduce the fee of any patient by a dollar, even if he were 
not medically indigent. 

With these general principles, we should be rather care- 
ful about taking any position hostile to the Department 
of Public Health. Perhaps I am not the man to say that 
but I do think that we can get along better with the ny a 
mene, Ley they with us, if we give and take and not throw 

c ts. 


Dr. Richard M. Smith assured the Council that 


the attitude of the Commissioner is not to attempt 
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any arbitrary procedure. He added that the plan 
proposed was the least objectionable of three pos- 
sibilities. Finally, he expressed the hope that the 
Council would not take any decisive action. 

Dr. William Dameshek, Norfolk, said that it 
seemed paradoxical to disapprove so overwhelmingly 
a medical program that had to do with socialized 
medicine and then to allow a plan of which the 
profession as a whole is ignorant. He mentioned that 
the Attorney General might allow the department, 
on the basis of this ruling, to put in clinics with 
reference to anemia or thyroid or renal conditions. 
He expressed as his final thought that this matter 
deserved further study on the part of the committee 
and Council. 

Dr. Schadt said that, if this proposition were ac- 
cepted, the Council might just as well accept the 
Wagner-Murray-—Dingell Bill. He added, however, 
that he favored the majority report. 

Dr. Hunt referred to the memorandum that Dr. 
Bagnall had previously mentioned. In reading it, 
he asked the councilors to listen carefully and see 
if they could make out what it meant: 


Whereas, 85 per cent of the patients coming to the cancer 
clinics are ref by the family physician who knows 
whether these patients are able to afford full diagnostic 
service, the department recommends that of the 15 per cent 
of the patients applying directly to the clinic for diag- 
nosis, those who upon investigation are found not to 
in whole or in part unable to pay for their own diagnosis 
be referred to a private physician. 


Dr. Hunt referred to Dr. Bagnall’s statement that 
it costs $20 per patient. He then read from the 
regulations as follows: 


In this way the State pays for none of the services to 
individuals who can pay for themselves and only for a 
part of the services of “such persons as may be in whole 
or in part unable to support or care for themselves,” as 
both physicians and hospitals contribute materially to 
all groups. 


If it costs $20 to see a patient, he continued, and the 
charge is only $10, he did not see how the word 
“none” came in at all. 

Finally, Dr. Hunt said that he had been in this 
work ever since it started and that he would be glad 
to continue but that he could not with a clear con- 
science continue to do so under these rules. 

Dr. Leroy E. Parkins, Suffolk, moved as an 
amendment that the words “until the May meeting” 
be substituted for the words “for at least six months.”’ 
This amendment was seconded by a councilor. It 
was adopted by vote of the Council. 

The chair announced that the motion as amended 
read as follows: 

It [the majority] recommends, however, that any action 
on these regulations by the Council of the Massachusetts 

Medical Society be postponed until the May meeting, so 


as to observe the manner in which the clinics function 
under these new regulations. 


The motion as amended was put and was adopted 
by vote of the Council. 
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War Participation Committee— Dr. William B. 
Breed, Suffolk, chairman. 


The report (Appendix No. 9) was offered by Dr. 
Breed. Dr. Breed moved that the report be ac- 
cepted as a report of progress. This motion was 
seconded by a councilor, and it was so ordered by 
vote of the Council. 


Committee on Rehabilitation —Dr. William E. 
Browne, Suffolk, chairman. 
No report. 
Postwar Loan-Fund Committee — Dr. 
Leonard Schadt, Hampden, chairman. 


The report (Appendix No. 10) was presented by 
Dr. Schadt, who moved its acceptance as one of 
progress. This motion was seconded by a councilor 
and it was so ordered by vote of the Council. 


Military Postgraduate Committee — Dr. W. Richard 
Ohler, Norfolk, chairman. 


The report (Appendix No. 11) was offered by Dr. 
Ohler, who moved its acceptance. This motion was 
seconded by a councilor, and it was so ordered by 
vote of the Council. 


George 


Committee to Aid the District Rationing Adminis- 
trator — Dr. Joseph Garland, Suffolk, chairman. 
Dr. Garland reported as follows: 


Since its last report to the Council, this committee has 
met each month with the district rationing officer, aiding 
in various problems associated with the medical aspects 
of food rationing. In addition, the members of the com- 
mittee have individually considered a number of doctors’ 
certificates of patients’ necessity. The excellent recom- 
mendations of the Subcommittee on Medical Food Re- 
quirements of the National Research Council, as published 
in the October 16 and 23, 1943, issue of the Journal of the 
American Medical Association, have been carefully studied, 
and have been adopted with liberal interpretations, so 
far as they have seemed to apply to local conditions. 

A comprehensive report on the activities of the com- 
mittee and the policies it has followed was ey yy a in 
the gteery 13, 1944, issue of the New England Journal 
of Medicine. 

problem was encountered in the request of the Moore 
Drop Forging Company, of Springfield, for extra meat 
allowances for several hundred of its employees who were 
working long hours at the open forge and in the heat treat- 
ment of metal. The request was made on the basis of 
undue fatigue and extreme loss of weight. It is interesting 
that no similar request, so far as can be ascertained, has been 
made by other plants of this type, here or elsewhere. As 
the decision in this case might be used widely as a precedent, 
however, advice was sought from the Harvard Fatigue 
Laboratory and the State Department of Public Health, 
and a hearing was held on January 5, 1944, at which your 
committee, officers of the regional and national OPA, 
and representatives of the Department of Public Health, 
the Massachusetts Department of Labor and Industry 
and the Harvard Fatigue Laboratory met with a medical 
representative of the Moore Drop Forging Company. No 
action favoring the request was taken, and the services of 
Dr. Robert S. hart, chief of the Industrial Feeding 
Programs Division of the War Food Administration, have 
been enlisted to visit the plant and survey existing 
conditions. 


Frankuun W. Wuite 
F. Gornam Bricuam 
Josern Chairman 
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Dr. Garland moved the acceptance of the report as 
one of progress. This motion was seconded by a 
councilor, and it was so ordered by vote of the 
Council. 


Committee to Look into the Possibility of Better Pub- 
licity for the Massachusetts Medical Society — 
Dr. Albert A. Hornor, Suffolk, chairman. 


No report. 


Committee to Meet With the Trustees of Middlesex 
University — Dr. Reginald Fitz, Suffolk, chair- 
man. 

No report. 


Committee on Postgraduate Instruction — Dr. Fitz, 
chairman 


No report. 


Committee on Physical Therapy Dr. Arthur L. 
Watkins, Middlesex South, chairman. 


Dr. Watkins reported as follows: 


In view of the value of physical therapy as an aid in the 
physical rehabilitation of industrial and war casualties, 
this committee has actively co-operated with the New 
England Committee for Wartime Graduate Medical Meet- 
ings in arranging monthly symposiums on physical therapy. 

ucation of civilian and military physicians concerning 
the indications for physical therapy and the p 
be prescribed appears especially important at this time. 
Future developments will be dependent on the role of 
civilian medicine in caring for the discha service men. 

mmittee on Physical ouay and the Rehabili- 
tation Committee are working together and will be ready 
to provide advice and aid in whatever program is acoopues 
by the Massachusetts Medical Society and the federal 
government. 


ures to 


Dr. Watkins moved the acceptance of this report 
as one of progress. This motion was seconded by a 
councilor, and it was so ordered by vote of the 
Council. 

Committee to Consider Expert Testimony — Dr. Frank 
R. Ober, Suffolk, chairman. 

No report. 

Committee on Automobile Insurance Claims — Dr. 
Henry C. Marble, Suffolk, chairman. 

No report. 

Committee on Convalescent Care — Dr. T. Duckett 
Jones, Suffolk, chairman. 


The Secretary announced that Dr. Jones had 
requested the discontinuance of this committee. The 
Secretary moved its discontinuance. This motion 
was seconded by a councilor, and it was so ordered 
by vote of the Council. 


Committee to Study the Practice of Medicine by Un- 
registered Persons —Dr. Richard Dutton, 
Middlesex East, chairman. 

No report. 


Committee to Meet with the Massachusetts Hos pital 
Association — Dr. Walter G. Phippen, Essex 
South, chairman. 


No report. 
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Committee on Maternal Welfare — Dr. Judson A. 
Smith, Suffolk, chairman. 
No response. 


Committee on Ways and Means to Conserve Phy- 
sicians’ Energies —Dr. Elmer S. Bagnall, 
chairman. 

No report. 
APPOINTMENTS 
President Lee made the following appointments of 

Delegates to the House of Delegates, American 

Medical Association, for two years beginning June 

1, 1944: 


Delegates 4 
David D. Scannell, Elmer S. Bagnall, 
Jamaica Plain 
Dwight O’ Hara, Ernest L. Hunt, 
altham Worcester 
Charles E. Mongan, Charles J. Kickham, 
Somerville Brookline 
Walter G. Phippen, ohn I. B. Vail, 
- 


Dr. William M. Collins, Middlesex North, moved 
that these appointments be confirmed. This motion 
was seconded by a councilor, and it was so ordered 
by vote of the Council. 

Dr. Lee designated the following delegates to the 
annual meetings of the medical societies of the other 
New England states: 

Maine: Warren H. Sherman, Lowell, and Frank W. 

Snow, 
New Hampshire: Peirce H. Leavitt, Brockton, and 
He nde ; Holyoke, and George 
erm - Fienderson, a 
L. Steele, Springfield 
Rhode Island: George A. Buckley, Brockton, and 
Charles D. McCann, Brockton 
Connecticut: Clarence E. Burt, New Bedford, and 
Edward P. Bagg, Holyoke 
It was moved and seconded that these nominations 
be approved. It was so ordered by vote of the 
Council. 

Dr. Lee appointed Dr. Reginald Fitz as delegate 
to the Annual Congress on Medical Education and 
Licensure, American Medical Association. It was 
moved and seconded that this appointment be 
confirmed. It was so ordered by vote of the Council. 

Dr. Lee made the following ad interim appoint- 
ments: 

Committee to Look into the Possibility of Better Publicity 
for the Massachusetts Medical Society: Albert A. 
Hornor, chairman; Michael A. Tighe, Robert N. Nye, 
Norman A. Welch, Walter H. Pulsifer. 

Committee to Meet with the Trustees of Middlesex 
University: Reginald Fitz, chairman; Robert T. Monroe, 
Daniel B. Reardon, Donald Munro, Harold L. Musgrave. 

illiam Browne, representing Suffolk, to the 
Committee on Legislation. 
It was moved and seconded that these appoint- 
ments be approved. It was so ordered by vote of 
the Council. 


New Business 
Dr. Jacob Fine, Suffolk, was recognized by the 
chair. Dr. Fine spoke as follows: 


The Council may be interested in certain data regardi 
the foreign physicians licensed in 
ing to the dmerican Medical Directory and the files of the 
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Boston Committee on Medical Emigres, a total of 165 
foreign Sn were licensed to practice in this state 
since 1934. The Committee on Medical Emigres has 
data in its files on all but 35 of the total number — that is, 
it knows the type of activity and the location of settle- 
ment of 130 of them. They are distributed as follows: 
hold institutional positions exclusively, 66 practice 
a specialty or are in general practice in large or medium- 
sized cities, and 23 practice in small towns. They are settled 
in all parts of the State. Of the total number, 72 are 
members of the Society and 92 have not been admitted. 
With these facts in mind, the following questions present 
themselves: 
(1) Have any of the 72 a a who are mem- 
of the Society and who became members before the 
amendment to the by-laws was adopted acted unethically? 
Have any of them acted so as to prejudice the interests 
their fellow practitioners or the profession 
at large 
(2) Of the 92 foreign —_— who are not members 
of the Society, all but ave been licensed for two or 
more years. Twenty-four hold institutional positions; 
68 are in various specialties and general practice. Of this 
group of 68, have any acted during these two or more 
rs in such a way as to prejudice the interests of their 
ellow practitioners or the profession at large? 

e Committee on Medical Emigres has received com- 
plaints in three instances; in one case it could not get 
sufficient information; in a second, in which the physician 
was undesirably publicized in a newspaper shortly after 
his settlement, there was evidence that the physician was 
taken in by an overzealous young lady reporter ap- 
parently anxious to get material; and in the third case, 


include the Secretary, to study the question of 
establishing a bureau of information and its proper 
location in the Boston Medical Library. This 
motion was seconded by a councilor, and it was so 
ordered by vote of the Council. 
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There being no other business, the Council 


adjourned at 1:50 p.m. 
Micuaet A. Ticue, Secretary 


APPENDIX NO. 1 


ATTENDANCE 
BARNSTABLE Richard Dutton 
i. Keene E. M. 
. G. Ke 
Berxsuire 
Mipptesex Nortu 
C.F. Kerean Coburn 
Solomon Schwager A. R. Gardner 
P. J. Sullivan H. M. Larrabee 
Bristot Ww. F.R an 
W. H. Allen W. H. Sherman 
. H. Brewster M. A. Tighe 
. M. Chambers SoutH 
Je C. F. Atwood 
E. W. Barron 
Bristo. Souta . D. Bennett 
W. Blood H. Bowers 


FAS 
2 


Mipp.iesex East 
. H. Blaisdell 


. M. Bu ne 
C. W. De Wolf 


Madelaine R. Brown 


.B 
now under investigation, the evidence is incomplete and Truesdale .F. Casey 
conflicting, but the weight of evidence from the com- enry Wardle . F. Day 
munity itself is overwhelmingly in the physician’s favor. fo.5. Nortu . L. Derick 
Rumors, vague accusations and generalizations regard- Emilio D’Errico 
ing the demerits of these foreign physicians have n E. S. Bagnall G. Downing 
numerous, but specific demonstrable incidents of un- R. V. Baketel i W. Finnerty 
acceptable practices have been exceedingly scarce and not ma Batal H. G. Giddings 
out of proportion to what we experience among native- R. Chaput H. W. frey 
born physicians. N. F. DeCesare J. L. Golden 
At the annual meeting in May, 1942, 44 oad cent of E. H. Ganley A. D. Guthrie 
those voting on the amendment to the by-law disapproved P. J ok Eliot Hubbard, Jr 
it. The Committee on Medical Education unanimously G. I, Richardson A. M. Jackson 
disapproved it. The machinery for excluding undesirable F. W. Snow F. R. a 
physicians from the Society existed before the amendment C. F. Warren E. E. Ha tel 
was adopted. Essex Soutn A. A. Levi 
What experience did the Society or the profession have Bernard Appel A. N. Makechnie 
before or since the adoption of the amendment that jus- ‘ Boyle Dudley Merri 
tifies its continuance in its present form? The threat of C. L. Curtis P. Nelligan 
inundation of the State by foreign physicians was never Loring Grimes 4 J. O’Brien, Jr 
real, and today there is only a rare individual who might P. P. ‘Johnson Dwight O’Hara 
settle here, even if he were encoura to do so. A. E. Parkhurst Fabyan Packard 
It therefore seems cqgerennte or the Council to con- W. G. Phippen $ Remick 
sider whether or not the amendment to the by-law is E. D. Reynolds E. H. Robbins 
unnecessarily restrictive in its five-year exclusion provision. D. 
. E. Tivnan . Thayer 
Dr. Fine moved that the Committee on Membership . W. Trask A. B. Toppan 
be instructed to reinvestigate the merits of the five- Nays 
year exclusion provision of the recent amendment fp, ,yxrix C. F. Walcott 
with a view to reducing the time after a license is A. W. Hayes _ Hovhannes Zovickian 
granted before membership in the Society is per- H. M. Kemp Nearess 
missible. This motion was seconded by a councilor, Hamppen ot Seams, 
and it was so ordered by vote of the Council. 4 o en M. I. Berman 
Dr. Phippen said that, when he was president of W.A R- Chapin ef —— 
the Society, he had expressed the hope that when L. Chereskin  T Collins 
sufficient space was available an information bureau Frede Se Vagl ls William Dameshek 
at the headquarters might be established. He added G. D. Henderson y Rey nem O ed 
_that there was now plenty of space. He moved that 4 S. hay kins H. M. Emmons 
the President appoint a committee, which would has ex Jurist .C. V. Fisher 
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APPENDIX NO. 2 


Report or tHe Avpitinc ComMITTEE 


The Auditing Committee appointed the firm of Hartshorn 
and Walter, accountants and auditors, to audit the books 
and accounts of the Massachusetts Medical Society. 

The accountants have submitted to us an analysis of the 
revenues and expenses of the Society and a balance sheet of 
the condition of the Massachusetts Medical Society as of 
December 31, 1943. 

_ We have examined their report and the various schedules 
submitted. 
Fritz B. Tarsot 


Harry LiIneNTHAL 


January 28, 1944 
The Auditing Committee: 

Fritz B. Talbot, M.D. 

Harry Linenthal, M.D. 
The Massachusetts Medical Society 
8 The Fenway 
Boston, Massachusetts 
Gentlemen: 


We have completed our examination of the books and 
accounts of The Massachusetts ical Society for the twelve 
months ended December 31, 1943 and submit ith: 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 30, 1944 


Scnepute A: Statement showing the balance sheet of The 
— edical Society, December 
Scnepute B: Statement showing the revenue and expenses 
of The Massachusetts Medical Society for 

the twelve months ended December 31, 1943. 

The cash balance at December 31, 1943 was verified by 
direct correspondence and reconciliation. The cash receipts as 
recorded have been deposited in the bank, and disbursements 
are supported by vouchers or cancelled checks. : 

e securities and savings bank books were examined or 
accounted for. 

The Building Fund and General Fund securities are listed 
in separate exhibits showing book and market values as of 

mber 31, 1942 and December 31, 1943. 

The market prices were furnished by Loomis-Sayles Inc. who 
also submit quarterly the average yield for both the Building 
and General Fund investments. 

The profit or loss on securities sold, called or matured of the 
Building Fund and General Fund is shown under separate 
exhibits. The income from securities has been properly 
accounted for. During 1943, there has been no amortization 
of bond premiums. 

The accompanying balance sheet and related statement of 
revenue and —— fairly present the ition of the 


Massachusetts ical Society at December 31, 1943, and the 
results of operations for the year ended on that date. 
Respectfully submitted, 


HarTSHornN AND WALTER 
50 Congress Street 
Boston 


SCHEDULE A 


Statement Suowinc tHe Bacance Sueet or THE 
Mepicat Society, Decemper 31, 1943 


Fund Securities and Cash — 


Shattuck Fund: 

Jonathan Phillips 1860............. 10,000.00 

$1,000 — 1876-188) 

3,000.00 

Bric Brickley $1,000 — 1943 000.00 

illiam J. y 100000 23,166.87 


SCHEDULE A EXHIBIT 1 
ENDOWMENT FUNDS, DECEMBER 31, 1943 


rities Income 
and Cash 
Holley — Life 
it sachusetts 1 
Co. Certificate No. 438... 9,166.87 183.34 
un 
Phillips 000 Co Ith of Massachusetts 3 
t te 
t~ 
ia Boston, No. 1828.0 1,000.00 
Deposit — Suffolk Savings Bank, No. 68364.. 1,000.00 15.00 
W lastitetion fer Sevi 
t— nstitut 


SCHEDULE A EXHIBIT2 |. 
BUILDING FUND, DECEMBER 31, 1942 AND 1943 


Securities Book 
Par or December December 
Shares 31,1942 31, 1943 
$5 American Tel. & Tel. Co. 3s Sept. 1, 1956... 5,863.37 


296 
Vol 
1 
LIABILITIES AND FUND ACCOUNTS 
Fund Accounts 
Endowment Funds: 
Costanza 
Building 
General 
1,000 Canada, Dominion of, 3s, Nov. 15, 1968. 972.50 972.50 


Vol. 230 No. 13 


1,000 Central Pacific Ry. Co. Ist Ref. Mtg. 4s, Aug. 


$000 CID Chicago, R. I. & Pacific Ry. Ist Ref. 4s, 


1934 (In Befauit) Written Down. 

4,963.73 Conve enone Title Insurance & te. Co. 
+ wn from Par Value......... 


1,428.07 Ggavevancer Realty Co. is. Yr. Deb. 4s, 


s, Mar eee eee 

2,000 Erie R. R. 4s, Jan 
1, Kansas City, Mo. 4%s, Dec. 1, 1945....... 
1,000 Lommeuiie & Nashville R. R. Co. 3 10 Yr. 
Unified — Extended to a 

1,000 Louisville & Nashville R. R 4s, 20 Yr. 
d Unified — Extended A an. 1, 1960 

1,000 ahela Ry. Co. Ist Mtg. Series 


1,000 Pitteburgh, , C 4s, Dec. 1, 1945... . 
1,000 Quebec, Province of, 3s, July 15, 1952..... 
1.000 Quincy, Mass 314s, May 1, 1945......... 
2.000 Shell hen Oil Deb. July 1, 1984 


eee ee ee ee ee 


June 

2,000 Toledo Eiltoon Co. Ist Mtg. 3 

200 U. §. A. Treasury Bond 2 \s, Ju 
000 U.S. A. Treasury 24s, Sept. 15, 1950-52. 
000 U.S. A. Treasury Bond 2s, Dec. 15, 1950-48 
S. A. se Bonds 14 dated 
Ma 2Y 
S. War Savings pense 
Vi irginian Ry. 


U. 
U. 
000 U. 
3,000 U. 
(000 U. S. War Savings Bonds 1955G..... 
000 


eee ee ee 


Con r Co. Pfd. 
. Consolidated Edison Co. of N. Pid. . 
. Conveyancers Realty Co. A Com...... 


A Com 
ational Bank 


, Book No. 8592 
Deposit — Fraaklin Savings Bank, Book No. 172838 


Securities. . 

Uninvested Cas 
National Bank............... 
New England Trust Co.................. 


SCHEDULE A_ EXHIBIT 3 


GENERAL FUND, DECEMBER 31, 1942 AND 1943 


Securities 


Par or 
Shares 
ety Supericne Tel. & Tel. Co. 3s, Sept. 1, 1956. 
2,000 Atlantic Const, ine R. R. Co. Ist Cons. 
3,000 Valley Gas & Electric Co. Series 
1,000 Blackstone Valiey Gas & Electric Co. Series 
1,000 Canadian National Railways Eq. Trust 
Series I 446s, June 1, 1945.............. 
1,000 Railway Eq. Trust Series 
2,000 C Sept fe & Ohio R. R. Series A 
t. 
5,000 Chesa _ ke & Ohi 
2,000 Series G Burlingt ton 
1,000 Connecticut R 
: eb. 15, i961 bb 
2,000 
2,000 Conveyancers Title Insurance ‘‘ "Mtg. Co. 
Dec. 1, 1937 (in Default) 
583.30 seyyrevencere Realty Co. 15 Yr. Deb. 4s, 
1,000 Dow Chemical Co. Deb. 24s, Sept. 1, 1950 
5,000 Eastern Railway Cc. of pilaeccots Ist Meg 
4s, Apr. 1, 1948 (Reg.)............... 
2,000 Erie Railroad Co. Ohio Div. 34s, Sept. 1, 
2,000 Erie Railroad Co. 4s, Jan. 1, 1995........ 
1,000 Sa Depot Co. Ist Mtg. 3 34s, 


717.80 
977.78 
400 00 400.00 
1,125.82 
414.69 
1,045.00 
1,015.00 1,015.00 
2,018.01 
1.03000 ~=1,030.00 
1,010 00 
1,005.00 =1,005.00 
1,025.00 1,025.00 
1,960.00 
1,200.00 
801.25 801.25 
1,010 00 
984.14 984.14 
1,016 00 
1,930.56 1,930.56 
1,035.60 1,035.60 
1,037.90 1,037.90 
2,030 00 
200 00 200.00 
1,000 00 
1,000.00 
2.9000 2,960.00 
3,000 00 
8,000.00 
2,045.00 2,045.00 
1,030.00 1,030.00 
000 19,000.00 
3.15000 3,150.00 
2,067.20 
2,100.90 
15.74 
383.40 387.24 
1,921.90 1,960.52 
60,074.65 62,449.62 
2,280.87 
3,917.15 
63,991.80 66,566.69 
Book Vatve 
December Decem 
31,1942 31, 1943 
11,071.74 
1,503.04 
3,142.50 
1,025.00 
1,015.00 1,015.00 
1,070.00 
2,050.00 2,050.00 
5,000.00 
2,155.70 
1,045.00 
2,110.00 
400.00 
109.54 
1,015.00 
5,270.00 5,270.00 
2,000.00 2,000.00 
2,006.67 
1,000.00 1,000.00 
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2,000 Ry. Co. Gen. Mtg. B 5 
1,000 Great Northern Ry. Co. Ist & Ref. 414s, 


3 %s, Jan. 
4,000 Great North Co. 4 S 1961. 


eee es 


Mt des July 1, 196 

3,000 Lorillard De Apt. 1963 Temp. 

1,000 Mee ashville R. R. Co. Uni- 
1,000 tg xtended ds, 19 

d Ex onied to Jan. 1, 1960........ 

2,500 International Paper Co. Ret. Series A 6s, 

2,000 Co. Ist Mtg. Series | 7s, 


3 Ms, Oct. 1, 1965............ 

Central R. 334s, Apr. 1. 

1,000 N. Y., Chicago & St. Louis R. RCo. Ist 
Mtg. 3 4s, to 1947.. 

600 N. Y. ‘Chicago & St. Louis R. R. Co. 6% 


1000 Quebec P 
3,000 Remin Prowines of, b. 3 July 


i, 
tion Co, st Mtg. 


uip. Tease G 1 
Defense 

8, Oc 


2,000 Texas 
1,000 Toledo E 


Annnnnn 


>: 


. 


88388388 


Wo 


reasury of 
reasury 2s, 1952-S0.............. 
ar 

. Treasury Notes A 4 1951-53. 
. Treasury Notes 2s, 1951-53...... 
. Treasur 2s, 1951-53 
nian Ry. Co. Ist Lien & Ref. Mtg. 
A 3%s, Mar. 1, 1966 


32388 


irgi 


eee ee 
“eee eee ee ee ee ee 


— New England Journal o 
50 Sh. Consumers Power Pid. 


ealty Co. A 
Deposit Franklin Savings Bank, Book Ns. 33649. 


New England Trust 


SCHEDULE A EXHIBIT 4 


“es 
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1,932.50 1,932.5) 
990.30 90.50 
975 00 975 00 
4,483.02 
2,000.00 
1,065.00 1,065 00 
3,033.25 
. 1,010 00 
1,005.00 1,005 00 
2,563.33 
2,08000 2,030 00 
1,025.00 1,025.0) 
390 00 
2,000.00 2,000.00 
1,000.00 1,000.00 
2,04000 2,040.00 
980.00 
937.50 937.50 
600 00 
1,005.00 1,005.00 
"995.37 "995.37 
3,112.50 
1,025.00 
2,100.00 2,100.00 
1,605.00 
1,02500 1,025.00 
1,037.92 1,037.92 
,020. 2,020.00 
1,015.00 
5,031.64 
3,040.00 
3,000.00 3,000.00 
5,225.00 
2,000.00 2,000.00 
5,000.00 
3,000.00 3,000.00 
500.00 500.0u 
2,000.00 
35,000 00 
10,000.00 
5,000.00 
200.00 
5,000 Ov 
2,005.63 
2,005.63 
1,022.50 1,022.50 
1,015.00 
3,000.00 
25,000.00 25,000. 0u 
§,167.70 
5,251.95 
6.43 
1,074.48 1,074.48 
127,245.28 160,558.13 
7,940.86 
8,606.46 93.73 


BUILDING FUND, DECEMBER 31, 1943 


— e from Securi 
Net Profit on “Sold, 


5660540006 


Calied” or 


Balance, December 31, 1943... 


1,776.44 
798.45 


63,991.30 


2,574.89 
66,366.69 


1,200 N. Y., Chicago & St. Louis R. R. Notes 6s, 2000 New Brunswick, Prov. of, Deb. 3s, July 1, 
800 Pittsburgh & West Virginia Eq. Trust 34s, 1,000 New mgavwten, Prov. of, Deb. 314s, July 
1,000 Southern Pacific Co. Eq. Trust Series R 214s, 
otes June 1, 1950... 
Nov. 15 
2,000 Richmon¢ 
Sept. 1 
2,000 So. Pacif 
4\%s, 
1,000 So. Pacifi 
1,000 Youngstown Sheet & Tube Co. Ist Mrz. June 1, 
1,000 So. Pacific 
19,000 
30 
20 
20 
2.84 
Deposi 
A. Treasury %s, Nov. 2, 1943...... 
ee : A. Defense Savings 2%s, 1955 G.... 
1,000 Westin 
2s, 
3,000 Wilson 
1955 
25,000 Massachusetts edical Service man 
~ 


398 


BUILDING FUND 


Securities Cattep on Maturep ror tHe Twetve Monts 
Expep Decempen 31, 1943 


Profit 
Value Received Loss 
1 City of Qui 3 May 1, 1 a 1,000.00 
Louisville & Nashville 
1,000 Blackstone Va Gas & Elec. Co. 
40, Nov. 1, 1,025.00 1,104.50 79.50 
1,000 Conn. River Power Co. 3%4s, Feb. 
1,000 Central Pacific Ry. Co. 4s, Feb. 1, 
1,000 U. S. A. 1950-52 1.000 73.75 
25000 Toledo E uly 1, 2,030.00 2,173.54 143 
1,000 U. S.A 1,000.00 1,065.31 45.31 
3,000 U. S. A. 1952-54 
1,000 Ch een ere & Quincy R.R 3,000.00 3,128.44 128.44 
1 of Dec. . 977.78 979.20 1.42 
,000 Cit tts 
SCHEDULE A EXHIBIT 5 
GENERAL FUND, DECEMBER 31, 1943 
January 
Income but not Deposited until 1943. 16.25 
in 1943 but entered in 
Book in 2,497.61 
Income Tax Withheld October, November 
and December 1943, not payable until 
Unex Income for the 
ths ended December 31, 1943 . 18,835.88 
Total Additions. $22,509.34 
Expenses included i 1942 but Entered in 
Cash Book in Janua ry 1943. $1,650.03 
ournal edicine n 
Su books fa 1543. _ 4,000.00 
Total Deductions... $5,650.03 
Balance, December 31, 1943... $160,651.91 


SCHEDULE B 
Statem R Expenses or THE 
ENT ING TRE avene anp Exe 


usetts Mepicat ETY FOR THE Twetve Motus 
Enpep Decemper 31, 1943 
REVENUE 
Assessments Ressived by $43,390.85 
Nonresident Assess 1,651.49 
Received from on Arrangements...... 
Received for Journal from Fellows on / Active Service 750.40 
Censor FE. Fees from New Fellows. 
Income from Funds: 
Total Revenue... eee $51,968.90 
EXPENSES 
00 
Es of Officers and tes: 
tes t 
on 4 Howse 689.04 5,028.11 


penses)....... 4 
ng 302.00 
Legislati 297.13 
68.18 
Ethics and Discipline............ 110.71 
Publie Relations................ 182.39 
Membership. 38.20 
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Committee Expense. . 290.2) 
Obstetrics and Gynccolon) 90.00 
New on rome 
$7,000.00 
187.31 7,107.3 
Medical Defense. ...... 
graduate 15.19 
ilitary Postgraduate 677 
War Participation mittee. 234. 
Post War Loan Fund Committee... 1s 
Refunds ellows on Active Service. ........... 17 
Paid to New sage nd Journal of Medicine for 
scriptions to Journal from Fellows on 
Net on Securities Sold, Called or Matured... 18.46 
Total Expenses..... eee ee eee $33,133.02 
$18,835.88 


SCHEDULE B EXHIBIT 1 
GENERAL FUND 


Secuaities on ror tae Twetve Montas 
Decemoer 31, 1943 


Fost Profit 
Value Received Loss 
5 of Troy, N. Y.4 Feb. 1, 1943 5,031.64  5,00000 $31.64 
3.000 Wilson Co 4a, July uly 15,1955... .. 3,000.00 3,120.00 120.00 
1,000 N 2%s, Apr. 1, 
1 Pacific Mar. 1, 1977... #7300 669.28 205.72 
Pacific Co. Mar. 1, 1977. 669.27 60.73 
1/000 Blackstone Sy & & Electric 
1,000 Toledo Edison Co. 314s, July 1, 
1,000 Valley e+e eee . Electric 1,015.00 1,086.76 71.76 
1968, 3,142.50 3,294.00 151.50 
1,000 Dow Chemical Co. 2%%s, Sept. 1. net —— 
hemical Co. 234s, "4,015.00 1,021.58 6.58 
1,000 Revere & Brass Co. 3s, 
15, 1960 jain 1,025.00 1,006.58 18.42 
5.000 U.S.A. Treasu Notes 20, 1949-51 5 38 $4.38 
1,000 Atlantic Coast ‘oast Line R. R. 4s, Mar. 
000 Chesapeake & 5,000.00 5,010.00 10.00 
2,000 U. S. A. Treasury 3s, Oct. 15, 
1,000 U. S. A. Treasury 3s, Oct. 15, 
1,015.00 1,000.00 15.00 
1,000 Louisville & Nashville 3s, Jan. 1, 
1,000 Canadian Pacific Ry. 434s, Dee. 1, 
3,000 National Beadheldese Corp. Partic. 
3,000 Union, Pacific Ry. 1340, Oct. 1, 
. $53,046.55 $53,028.09 $18.46 


APPENDIX NO. 3 
Report oF THE TREASURER 


1943 a few changes have occurred worthy of special 
emphasis 

ncome from dues has been reduced through the increasing 
number of members in active service, most of whom have 
requested, and of course received, remission of dues. 

is is the first year the Society has had the benefit of 

advice from investment counselors in the handling of its 
holdings. Under their guidance, securities in the he General 
Fund have risen during the year $33,312.85 on a book << 
basis, and $35,161.71 on a market value basis. Those in 
the Building Fund have risen correspondingly, $2,374.97 by 
book value and $3,972.68 by market value. ccordi to 
their figures, transactions since they took action in , 


Vol. 
of Society Headquarters 
i 
Co 
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have raised the average yield in the General Fund from 1.90 
to 2.40 per cent, and in the Building Fund from 1.90 to 
2.95 per cent. Briefly, their advice has been to consolidate 
holdings into fewer issues, to increase the percentage of 
Government War Savings Bonds, to introduce a few preferred- 
stock shares, to dispose of certain bonds with relatively low 
yield and selling at a figure considerably above the call price, 
to eliminate the more speculative issues held, and to procure 
a block of 3 per cent convertible debentures, giving a call 
on the common stock of a company, with inflation in mind. 
Their primary motive has been to maintain safety of prin- 
cipal through this uncertain financial period. Detailed reasons 
ave been advanced for each move suggested. The in- 
triguing question of increased yield should not efface this 
— objective of security. War Loan Government 
nds have been purchased outright in 1943 to the extent 
of $62,200, a patriotic as well as a protective act. 

From the beginning of this year we welcome the appearance 
of the Brickley Fund of $1000, donated by Dr. William J. 
Brickley, the income from which is to be used to defray 
expenses of the luncheons held by the Committee on Ethics 
and Discipline. 

Contrary to previous custom, $750.40 received for sub- 
scriptions to the Journal from men in active service has 
returned to the management of the D pn being rightfully 
theirs. It should be nized and appreciated how muc 
the success of the Jou has lessened the Society’s general 
expenses, in that the journal has required an advance of 
but $7000 in 1943, as compared with $19,100 in 1942. 

Again in 1943 the income from the Building Fund was 
transferred to the Building Fund principal, although by vote 
of Council it was made available to help pay the increased 
expense of the maintenance of headquarters. As this increase is 
just beginning to be felt, it was thought wise to make this change 
operative at the beginning of the fiscal year, January, 1944. 

Statistics on the number of members in the armed forces 
are constantly changing, but from the Treasurer’s records 
to date there are 1175 men in the service. Of these, 825 have 

d dues remitted, and of t 189 have paid $4.00 for 
subscription to the Journal. Twenty-two have been 
discharged. 

In 1943, revenues from resident dues were $43,390.85 as 
comeeres with $49,182.39 in 1942. Nonresident dues were 
$1,651.49, as compared with $1,738.25 in 1942. The com- 
bined annual dues were therefore $45,042.34. Other revenue 
includes income from invested funds (not including the 
Building Fund), $4,065.88; revenue from sales, $5.52; in- 
come from ths at the annual meeting, $1,750.16; received 
for the Journal from members in active service, $750.40; 
and fees for examination by cen $354.00. Total revenues 
to the Society amounted to $51,968.90, a decrease of $7,175.36 


from last year. 

The Building Fund received an income of $1,776.44 from 
securities, and the net t on securities sold, called or 
matured amounted to $798.45. The total Building Fund now 
stands at $66,566.69, an increase of $2,574.89 over last year. 

In 1943, total expenses were $33,133.02, with an un- 
expended revenue of. $18,835.88, as compared with total 
expenses of $48,680.85 and unexpended revenue of $10,463.42 


in 

The Society ends 1943 with total assets of cash and securities 
of $250,385.47, an increase during the year of $20,434.20. 

In this year of his initiation, the Treasurer wishes to 
express appreciation of the patience and co-operation dis- 
played by the other officers of the Society, and to give thanks 
to all the hard-working members of the office staff of the 
New England Journal of Medicine, especially his secretary, 
for invaluable aid in assimilating the routine of the office. 

For résumé of finances for 1943 in comparison with 1942, 
see Auditor’s report. 


Euiot Husnarp, Jr. 


APPENDIX NO. 4 
Report or THE CommiTTEE ON PvBLicaTIONs 


The Committee on Publications at this time on the 
supervision of the publication of The New England Journal 
of Medicine for the year 1943. The committee cannot s 
too highly of the accomplishments of the managing editor, 
Dr. Robert N. Nye. The a under his guidance, has 
become one of the outstanding medical publications in this 
country, and the Society should be very grateful to Dr. Nye. 
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The following details of the operation of the Journal are 
taken from the re of the managing editor. 

The total number of subscriptions, as of December 30, 
1943, was 11,909, plus 347 copies sent once a month to the 
members of the New Hampshire Medical Society. There 
were 4311 new “outside” subscriptions — a figure nearly 120 
per cent greater than the one for 1942. Of these new sub- 
scriptions, 2703 were from regular subscribers and 1608 were 
from students. There were a considerable number of can- 
cellations, but the net increases for the year were 1883 
lar subscribers and 821 student subscribers — a total of 2704. 
At the end of the year, the Journal was being sent to 4550 
members of the Society, to 2014 medical students and to 
5345 regular subscribers. Owing to the entrance of members 
into the armed services, there was a decrease in member- 
subscriptions of 553 over the 1942 figure. For the first time 
in its existence, the Journal has a larger nonmember than 
member circulation. Of the 763 student-subscriptions that 
expired during the last nine months of the year, 324, or 
nearly half, of the physicians enrolled as regular subscribers. 

The financial operations of the Journal were also v 
satisfactory. The net loss for the year was only $5,852, whic 
compares with a net loss for 1942 of $17,550. The net cost 
for each active member of the Society was $1.30, as compared 
with $3.43 in 1942. This marked decrease in the cost to the 

iety is the result of the increased number of outside sub- 
scribers and an increase in advertising rates. An abstract 
of the financial statement of the Journal is appended to this 

rt. The accounts of the Journal have been examined 
by Hartshorn and Walter, public accountants, and their report 
is on file with the Treasurer of the — 

It was found that the greater number of copies of the 
Journal required more work than could be handled by the 
printer, who had been employed for a number of years, with 
the result that the presswork was , the issues were late 
in getting into the mail, and the delivery of reprints so de- 
layed that many justifiable complaints were received. On 
January 1 a new printer was engaged, and Se eae are 
now pone printed, bound and addressed by a relatively large 
printing firm. It is hoped that the difficulties encountered 
previously can be avoided in the future. 

The matter of procuring sufficient paper fer the publication 
of the Journal has caused considerable concern to the ma 
ing editor. Thus far it has been possible to secure enoug 
paper during 1944, however, there may be even greater 
difficulty because the War Production Board has ordered a 
10 per cent reduction by all users of paper whose total 1942 
tonnage was greater than 20 tons but less than 111 tons. 
The Journal falls within this range. If the circulation con- 
tinues to increase it ~y | create real difficulty. The weight 
of the paper has been decreased, the size of type has been 
chenaed, the width of the type columns has been slightly in- 
creased and the allowable number of reprints has been set at 
200 in an effort to meet this situation. An application has 
been made to publish “ex-quota” the 914 copies ordered by 
the War Department. If, in spite of all these measures, the 
tonnage of paper cannot be kept within the prescribed limit, 
it will be necessary either further to reduce the weight of the 
paper or the pagination, or both. 

e editorial board considered 211 manuscripts during 
1943, and 162, or 77 per cent, were accepted. This is a slight 
reduction both in the total and in the accepted papers — 
the respective figures for 1942 being 238 and 169. 

There has been a tremendous increase in routine office 
work during the year, and the clerical work required by the 
officers and various committees of the Society has demanded 
more and more time from the office staff. Miss Davies and 
her assistants deserve unstinted praise for handling all this 
work in a thoroughly efficient, accurate and satisfactory 


manner. 

It is difficult to predict what will happen in the year 1944. 
It seems likely that the circulation will continue to increase, 
although probably not at the rate that it did in 1943. The 
cut in paper tonnage must be met and this may necessitate 
changes in addition to those that have already been made. 
The cost of publishing the Journal will be at least 15 per cent 
higher, owing to increased base charges, but the presswork 
should be better than it has been and copies should get into 
the mail on or about the date of publication. Because of the 
increased circulation the advertising rates have again been 
raised but, since it is customary to allow one-year renewals 
at the former rates, increased revenue from this source will 
not be available until 1945. It seems likely that the net cost 


to the Society will be coonseey reater in 1944 than it was 
in 1943. An appropriation of $13, is requested. If new 
subscriptions continue to be received at the rate they came 
in during 1943, and if sufficient paper is available to honor 
them, the net cost to the eran | will probably be considerably 
less than the amount requested. 

James P. O'Hare 


Conrap WESSELHOEFT 
Wituam B. Breev 
Ottver Core 
M. Situ, Chairman 
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Current assets: 


1941 1942 1943 
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$11,726.91 $13,236.68 $14,334.76 
Current liabilities ................ 255.05 221.89 172.21 
$11,471.86 $13,014.79 $14,162.55 
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Publication of Journal ......... $39,575.19 $44,386.40 $49,047.02 
Publication of reprints §,231.63 6,165.39 4,563.96 
Office and other salaries......... 21,383. 1,440.09 23,885.50 
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APPENDIX NO. 5 
Report oF THE ComMITTEE ON FINANCE 


The Committee on Finance met on December 15, 1943, 
at the headquarters of the Massachusetts Medical Society 
at 8 Fenway. 

Present were Ernest L. Hunt, Charles F. Wacky, the 
treasurer, Eliot Hubbard, Jr., the president-elect, Elmer 
S. Bagnall, and for part of the time, the president, Roger I. 


The budget is herewith presented. The expenditures 
amount to $43,725 and, judging from those of the past two 
years, may easily be somewhat less rather than more. Against 
this we have receipts, estimated by the Treasurer from the 
1943 receipts plus the income of the Building Fund, of 
$58,129. This sense of security from an expected surplus of 
over $14,000 may be more apparent than real because of war 
conditions. Already, there is a falling off of receipts of $3000 
as compared with one year ago. Dues from regular members 
have decreased members having asked for re- 
mission of dues. This item ym drop an equal amount in 
another year. We have been helped by having income from 
the Committee on Arrangements; the sale of exhibition 
booths at the annual meeting and other er yielded a 

ross income of $7644 and a net income of $1699. We have 

n helped also by savings in the cost of running the New 

England Journal of Medicine of about $4000. This is chiefly 

due to increase in subscriptions outside of those from mem- 

of the Massachusetts Medical Society and to increase 

in advertising income. The increase from subscriptions was 
about $12,000. 

Some of our expenses, however, have increased. There is 
an increase of $2150 for Society headquarters. We now 
share space with the New England Journal of Medicine on 
an equal basis as a result of estimation of the amount of 
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cubic space used by each. Our actual rent is now $3250. 
Improvements contemplated in these headquarters (chiefly 
storage stacks for records) amount to $700. Miscellaneous 
expenses bring the total to $6650. This next year we are 
to have about $1600 from the Building Fund, so that the 
final expense for Society headquarters — $5050 — will 
be only a little more than last year. : : 

Offsetting these increases somewhat is a cut in the ordi- 
nary budget of the Treasurer of $750 — to make the $1000 
needed for financial counsel less of a burden. The Com- 
mittee on islation believes $100 will be ample next year 
instead of $1800, as the Legislature will not be in session in 
1944 — a considerable saving. : 

Thus you will see that we may have a substantial surplus 
at the end of 1944 — or at least we should meet our expenses. 
We should, however, be cautious in our expectations. : 

Our income from investments seems rather small at this 
time. Our investments are necessarily conservative during 
these uncertain times, and the yield from them therefore 
low. We hope expert advice may yet justify the expenditure 
of $1000 per year for investment counsel by increasing this 
income and yet saving the principal. 

Francis C. Hatt, Chairman 
I.. Hunt 
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Cuaries F. Wittnsky 
* * 


Bupcet ror 1944 
1943 
Bupcet 


$88 


Secretary 
F.xecutive secretary 
Treasurer 


Exeenses or Orricers ann Devecates 
698 President, vice-president and president- 
e 


229 Secretary 
| Treasurer 
upervising censors 
689 Delegates to House of Delegates (A.M.A.) 
Society headquarters 
Shattuck Lecture 
302 Cotting luncheons 


Committees Erecteo sy Distaict Societies 
196 Executive 
299 
158 Public Relations 
Nominations 


Stanpinc Committees 


$945 A ts (income, $7644 
Ethice ond Diecipline’ 


3 


Publications: 
11000 New England Journal of Medicine 
iscellaneous 


135 Directory and mi 


oScou 


Committees 
Examine WPA Records 
a 


Physical Therapy 
Postgraduate Instruction 
zpert Testimony 
Automobile Insurance Claims 
Convalescent Care 


Study of Practice of Medicine by Ua- 
registered Persons 

Prepayment Medical-Care Costs In- 
surance 

Tax-Supported Mcdieal Care 

To Meet with Massachusetts Hospital 


ssociation 
Maternal Welfare 


oS co © coo 
coco co 


a 
cS co 


Conference to 


Discuss 
ll (S. 1161) 


400 
Vo 
1 
Bupcet 
SALaRies 
$ $3000 
600 
0 
00 
38 Membership 
ee. QO Society Headquarters 
ublic Healt 
307 Industrial Health (income, $243) 


Vol. 230 No. 13 


0 To Meet with Trustees of Middlesex 0 
University 


4000 4000 Rerunp to Distaict Societies 4000 
$44,265 $41,886 $43,725 
*Estimated on basis of tures for ten or eleven months. 
tlacludes supplementary budget of $500. 
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A letter from the treasurer, Dr. Eliot Hubbard, Jr., in- 
cludes the following statement of estimated income, as of 
December 31, 1943: 


Assessments from lar members ..... 2,800 
6066666000 000006000008 5 
Committee on Arrangements ........... 7,644 
Fxamination fees (censors) ....... 171 
Committee on 'ndustrial Health .................05% 243 
General funds (investments) ...... 3,375 

485 

Building Fund (available in 1944) 1,644 

$58,129 


APPENDIX NO. 6 


Report oF THE MAssacnuseTts STATE COMMITTEE OF THE 
ProcuREMENT AND ASSIGNMENT SERVICE FOR PHYSICIANS 


Since the last meeting of the Council, your committee has 
continued to busy in attempting to keep track of the 
procurement and assignment of physicians in Massachusetts. 
A count has been made recently which reveals that more than 
1200 members of the Society are now in one of the branches 
of the armed forces or have been recently discharged there- 
from. This means that about half of our members who are 
less than forty-five years old and about two thirds who are 
thirty-eight years old or younger are on active service. 

An interesting graph has been constructed from a stud 
of the graduates in Massachusetts of one of our medical schoo 
(Fig. 1). This particular school has 1718 graduates who 
happened to live here. Of 853 who graduated before 1921, 
and thus were more than forty-five years old, only 33 are in 
uniform. A class by class study of the 865 who graduated 
between 1921 and 1940 inclusive shows in round numbers that 
200 of them were so close to being forty-five years old — a dead 
line arbitrarily selected by the armed forces — that each one 
could properly feel, if he chose, that he was of no special value 
as a medical officer and in all probability was more useful in 
civilian life. On the other hand, if some agency wished to 
declare such men essential and they disagreed, almost in- 
variably arrangements were made by which they managed to 
have the ruling changed and off they went, if their physical 
condition permitted. Thus of these 200 men, 48 obtained 
commissions. i 

About 80 per cent of the younger men — those thirty- 
eight years old or less — were declared available. Of these 
practically all applied for commissions, but physical im- 


401 


perfections which did not permit military service were found 
in 17 per cent. Such a rejection rate among doctors who have 
applied for commissions is about standard. 

s can be seen, on the whole, older men have been retained 
as essential physicians and younger ones have gone into 
military service. Persons inclined to disparagement have 
suggested that too many young men are being declared essen- 
tial by special interests. This thought is not borne out by 
this analysis. The curve of essential men bears an almost 
direct ratio to length of time from graduation. Older men are 
not considered available, and only a few younger men are con- 
sidered essential. This general trend is unmistakable. It is 
believed to reflect the experience of the entire state. 

It is difficult to perceive how many more practicing phy- 
sicians can be withdrawn from their homes without serious 
difficulty to the civilian population. In fact, the work of your 


/ 
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Ficure 1. The Classification of the Graduates of a Medical 
School Who Live and Practice in Massachusetts. 


committee is now becoming more and more concerned in 
attempts to place doctors in areas within the Commonwealth 
where the civilian population has come to consider itself 
medically shorthanded. The committee has been able to lend 
a helping hand in certain instances. In general, to keep accu- 
rate track of the medical migrations that are occurring is a 
difficult matter. Each local chairman is on the alert, however, 
keeping his eye on the situation within his district. At 
present, there is believed to be no serious medical shortage in 
any pees of the Commonwealth. 

ue January 12 number of the New England Journal of 
Medicine gave an admirably succinct account written by the 
secretary of the Society of the recent change in policy regard- 
ing the awarding of commissions to graduates of substandard 
schools in Massachusetts who are licensed to practice here. 
A ruling from the Surgeon General’s Office that prevents such 
men from receiving commissions in the future has caused a 
good deal of confusion. Many patriotic young men who hoped 
to obtain commissions on the completion of their internships 
were disappointed. In the main, such men have behaved 
extremely well. Many are continuing to serve as residents or 
interns in hospitals badly needing them, regarding such service 
as their contribution to the war effort. Others have opened 
offices in areas claiming to need physicians, and few, if any, 
have been drafted by Selective Service as privates. 

e 9-9-9 plan for interns and residents has gone into effect 
commencing, as do so many new undertakings, with many 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Mar. 30, 1944 


creakings. The establishment of a quota of interns in hospitals 
approved for intern training appears to have enabled cer- 
tain institutions to obtain a fairer share of this commodity 
than they did a year ago, although how satisfactorily is less 
certain. There seems to be developing a tendency for many 
hospitals to conserve a resident staff independent of the 9-9- 
plan by employing young physicians — women, foreigners 
or physically rejected men — who are not of potential use for 
milite service. Thus, the hospitals of Massachusetts have 
ached tee the deferment of but relatively few commissioned 
officers. The majority of deferment requests that were sub- 
mitted before the deadline of November 15 were accepted 
by the Surgeons General. The first activation of this plan has 
appeared to yield reasonably promising results. 
caring in mind the influenza epidemic of twenty-five 

ago, your committee is formulating plans with the 

ar Participation Committee by which a type of emergency 
medical service can be established in this state that will be on 
call to reach any region where it might be needed at any time. 
Your committee also is working with the Commissioner of 
Public Health to systematize the relocation of physicians for 
civilian practice under Public Law 216, signed by the Presi- 
dent on December 23, 1943. As the details of these two 
undertakings are perfected they will be appropriately 
announced. 


Howarp M. 
Epwarp L. KickHam 
Dwicut O’Hara 

Wa H. Pvutsirer 

. P. Sweeney 
Recinatp Fitz, Chairman 


APPENDIX NO. 7 


Report or tHE Committee AppointEp To ConsuLT wiTH 
REPRESENTATIVES OF THE OTHER NEw ENGLAND STATE 
Societies REGARDING THE WAGNER—-MurraY- 
Bits 


The initial conference with tatives of other New 
England state medical societies was held on September 22, 
1943. At this conference, a great deal of wholesome dis- 
cussion took place. wags ee | had a chance to express his 
opinion and to express himself also as to the opinion of his 
respective colleagues in his own state. The consensus was 
that any criticism of proposed national legislation should 
be as constructive as we could make it and that flat-footed 
disapproval of the bill would be useless. Accordingly, the 
conference agreed to adjourn and to reconvene at a later 
date, and each member of the conference was asked to 
formulate some thoughts in the meantime. 

In pursuance of this thought a second meeting was held 
on October 20 with the same group present except for the 
absence of Dr. Creighton Barker, of Connecticut. At this 
time, reports were made by all the members and, in par- 
ticular, written reports were submitted from Rhode Island 
and Connecticut. At the close of the meeting the chairman 
was authorized to appoint a subcommittee to draw up a 
statement that could submitted to the different medical 
societies for their approval. The chairman appointed 
Dr. James R. Miller, of Connecticut, and Mr. John E. 
Farrell, executive secretary of the Rhode Island Medical 


ety. 

A third meeting was held on November 13. The pre- 
pared statement was read by Dr. Miller and Mr. Farrell 
and was gone over, sentence by sentence, in a long three- 
hour session. Not only was the subject matter very thoroughly 
discussed, but the exact wording of the sentences carefully 
scrutinized. Many changes and corrections were made ino 
the original report. The statement was unanimously ap- 

roved by all the members present and was agreed to also 

y the representative from Vermont, Dr. Cook, and 
by Dr. Barker, who were absent. It was agreed that this 
statement should presented to the respective societies, 
and if adopted by them, that it should be released to the 
press, to the Journal of the American Medical Association 
and the New England Journal of Medicine, and a copy sent 
to each senator and representative from New England. 
This statement was adopted by all the state medical so- 
cieties of the New England states. Its language and struc- 
ture has in no way been changed in its adoption. The state- 
ment is as follows: 
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Massacuusetts Meoicar Socrtety 
8 Fenway, Boston 


December 2, 1943 
Dear Sir: 


The M 
societies of Maine, New Hampshi sla 
cut, has studied Senate Bill 1161 and House Bill 2861 now before the 
Sonera . Ss United States and respectfully submits its views on this 
e tion 


ation. 
e egpreye of the broad medical objective of the act that we interpret 
to be an attempt to improve the health of t e. As a basis of our 
poss we cite the progressive leadership which the renene of New 
ngland have always shown in the development of public-health enter- 
ses. For more than fifty years we have consistently eu t 

or the establishment of a National Department of Health with a secre- 
tary in th nt’s Cabinet, under whom wou co-ordinated many 
important public-health programs, exclusive of the Army and Navy. 
These are now scatt through varioue ments and bureaus of 
the federal government and already play a large role in the provision of 

medical care for the people of this country. 
ve of the use of the insurance principle ona vpuotery basis 


do not provide for the sound 
development of a national health program. It is agues by the act that 
the distribution of compulsory savings managed federal authorities 

guarantee better health for all the e. e sincerely, doubt 
that such objective can be realized in thie way. In the New England 
states, jud by any standards with which we are familiar, there is no 
need to revolutionize the habits of the people in their methods of obtaining 


al care. 
Private enterprises in the field of voluntary prepaid medical and hos- 
tal insurance are increasing rapidly. These should be utilized 
states, if necessary through federal grants-in-aid, s0 that each state can 
purchase medical care for those who cannot purchase it for themselves. This 
we believe to be a development that would be acceptable to the New 
England people, for thereby medical care could be provided even for the 
i nt who are — charges, a provision most desirable in those 
i ve been unable or unwilling to meet this obvious 


ility. 
re We shall be giad to work out plans with representatives of the federal 
and state governments to im the health of all the people, but we 


should ez that any plans that might be devised would take ful! ad- 
vantage of existing agencies and be developed within the social patterns 
that are well un ood by our people. 


1 Roger 1. Lee 

Rocer I. Lee, M.D., President 

{Siened} Michael A. Tighe 

Mienaet A. Ticue, M.D., Secretary 

This statement was sent as an open letter to Massachusetts 

representatives in the Congress of the United States under 

the authority of the Executive Committee, acting in the 
name of the Massachusetts Medical iety. 

Watter G. Puipren, Chairman 


APPENDIX NO. 8 
Report or THe CommitTee on CANCER 


I transmit herewith majority and minority reports of the 
Committee on Cancer together with enclosures —a copy 
of the rules and regulations for state-aided cancer clinics as 
of December 15, 1943, a specimen referra! card to be issued 
for the use of physicians sending cases to the clinics, and 
an appendix embodying factual matter and opinions bear- 
ing on that part of the regulations to which exception is 
taken in the minority report. 

I have felt it necessary to present a minority report because 
of my conviction (1) that the propriety of final action upon 
a question of public relations and economics by a committee 
made up of technical experts in the field of cancer, most of 
whom are affiliated with the cancer program of the Depart- 
ment of Public Health, is questionable; (2) that a fee of ten 
dollars ($10.00) is unnecessary and not in the public interest, 
and (3) that so much feeling has been aroused that an ex- 
pression of the collective wisdom of the Council is desirable 
either to support the action of the Department of Public 
Health and thus strengthen the position of those of us who 
conduct the clinics against local criticism or, on the other 
hand, to influence the department toward correction of the 

int, ¢ contention, which, though small in fact, is large 

prin 


Report oF THE Majority 


On November 3, a letter from the Commissioner of Public 
Health, Dr. Viado A. Getting, was received by the chairman 
the Committee on Cancer which read in part as follows: 
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As you no doubt know, the Department of Public Health 
has, of necessity and in accordance with the laws of Massa- 
chusetts, had to revise the regulations pertaining to the 
cancer clinics. I should, therefore, appreciate an oppor- 
tunity to appear before the Committee on Cancer at its 
next meeting, in order to present these regulations to the 
committee and to explain the reasons for their adoption 
and the attitude of the department in this matter. 


The request of the Commissioner was cordially received 
by your committee and a meeting was held November 17, 
1943, at the Harvard Club in Boston, all members of the 
committee and the Commissioner being present. 

At that time the Commissioner courteously explained the 
circumstances making necessary the changes in methods 
of administering the financial affairs of the state-aided clinics. 

After the hearing the committee in executive session con- 
sidered the regulations as amended. It was finally moved 
by Dr. Simmons and voted: 

The committee deplores the fact that changes have to 
be made in the conduct of the state-aided cancer clinics 
due to the interpretation of the Constitution of Massa- 
chusetts by the Attorney General. 

The majority of the committee believes that the regu- 
lations presented are the best solution of the problem. 

It recommends, however, that any action on these regu- 
lations by the Council of the Massachusetts Medical Society 
should be postponed for at least six months, so as to observe 
the manner in which the clinics function under these new 

ulations. 

rom this view, Dr. Ernest L. Hunt, chairman of the 

committee, dissents. 
Franxun G. Batcn 
Cuanninc C. Simmons 
Paitemon E. Truespace 


Report oF THe Minority 


The undersigned member of the committee, constituting 
a minority, dissents from the opinion of the majority that 
the rules and regulations as presented to the committee 
“represent the best solution of the problem for the present.” 

he minority believes that the state-aided cancer clinics 
should be operated within the obvious intent of the Con- 
stitution (see “Appendix’’), namely, that its services be lim- 
ited to the indigent or near indigent, and if it is necessary to 
exact fees from “such persons as may be in whole or in part 
unable to support or care for themselves,” such fees should 
not be so large as to imply competition with private sources 
of the same type of service, and patients able to pay ten dol- 
lars or over should not be eligible for clinic services. 

The minority therefore requests that both reports be 
accepted but that the recommendation of the minority be 
adopted as expressing the opinion of the Council. 

Ernest L. Hunt, Chairman 


NEW RULES AND REGULATIONS FOR CANCER CLINICS BY 
THE MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH 


The Cancer Clinic Regulations approved January 15, 1935, are hereby 
rescinded and the following are substituted: 


Foreworp to Cancer Cunic Recutations 


Whenever possible, all patients shall be referred to the clinic by the 
family physician, who may supply the clinic with the information re- 
vested on the referral card, and who may furnish the clinic with in- 
Corepetzon as to the patient’s ability to pay in whole or in part the regular 
nic fee. 
eferred potionte will be returned for further diagnosis or treatment 
to the family physician whenever the physician so requests. 


Cancer Cunic Recutations 
The Massachusetts cancer clinics are of two types: state cancer clinics 
cs. 


and state-aided cancer clini 
state cancer clinic is a medical unit furnishing consultation service, 

diagnosis and treatment for persons suffering from precancerous con- 

ditions, suspected cancer or cancer, “under the exclusive control,” 

and superintendence” of the State Department of Public Health. This 

type of clinic at present is held at Pondville and Westfield. _ 

A state-aided cancer clinic may be defined as a medical unit furnish- 
ing either consultation service alone, or consultation service, diagnosis 
and treatment, for persons suffering from precancerous conditions, sus- 
pected cancer or cancer, administered by an organized medical group 
through a committee, serving without compensation, and from whom 
the State purchases certain services for the care of “such persons as may 

in whole or in part unable to support or care for themselves.” 


|| 
| maintain that when insurance programe are not directly under the 
supervision of the medical profession by whom medical care is to be ren- 
dered, they should provide for cash benefits to be paid to the individual, 
for we firmly believe that the citizens of New England are capable of 
| using cash benefits to pay the costs of medical care. 
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A committee com of five or more physicians shall be appointed 
annually either by the local medical society or by the staff of a pital. 
This committee shall nown as the cancer-clinic committee. The 
local organized medical group, through its cancer-clinic committee, may 
petition the State Department of Public Health to establish either a state 
cancer clinic or a state-aided cancer clinic. If a state cancer clinic is 
requested by the local group and approved by the department the cancer- 
clinic committee acts as an advisory body. If a state-aided cancer clinic 
is requested by the local group and approved by the department the 
cancer-clinic committee acts as an administrative body. The following 
rules and regulations apply to the state-aided cancer clinics: 

e committee shall be responsible for all administrative matters per- 
taining to the clinic. These shall include the procurement of suitable 
quarters for the examination of the patients, preferably in a hospital, 
and the appointment and responsibility for the medical personnel, nurses, 
follow-up workers and clerical help of the clinic. Follow-up of cancer 
patients until death, and precancerous patients until the precancer is 
removed, and the maintenance of a uniform record system are required. 

¢ committee shall make arrangements with the hospital in which 
the clinic meets to furnish examination rooms, instruments, diagnostic 
x-rays and other essential equipment and supplies. 

t least three physicians shoul present at each clinic session and 
shall preferably be a surgeon, a radiologist and a pathologist. If available, 
representatives of the various specialties shall be on call. 

A nurse is to be in attendance at all clinics. 

A clerical worker shall have charge of the clinic files and furnish such 
reports through the district health officer as may be requested. Uniform 
record forms will be supplied to the clinics. 

Each clinic is to employ a “cancer clinic follow-up worker.” This in- 
dividual will attend to the follow-up and related duties of the clinic. In 
some of the smaller clinics it may be well, for purposes of economy, to 
combine the duties of the follow-up worker and the clerical worker. 
minimum qualifications for the follow-up worker shall consist of some 
previous exposure to medical and social problems, as well as some knowl- 
ode of the medical and social resources available in the community. 

hen a problem arises which calls for advice from a medical social 
worker, unless the cancer-clinic follow-up worker is a trained medic 
social worker approved by the department, a request for aid should be 
sent to the local district health officer. 

All new appointments of clinic personnel shall be est to the approval 
of the department. The department reserves the right 
temporary basis the appointment of personnel who not meet the min- 
imum qualifications, and to approve other changes in the clinic, during 
the war emergency. 

Individuals able to ax will reimburse the clinic for services. 
standard fee shall be $1 J 
sequent fol 


“such persons as may w 
themselves.” Each clinic shall determine which individuals are “in whole 


s consists of a 


been adopted: 
Each ‘dinie shall submit monthly a list of services rendered the pre- 
ceding month. Unit values have been determined for the ordinary serv- 
ices rendered by a cancer clinic. ese are termed service units. The 
service units are totaled for each clinic and then converted into payment 
units. The payment units of all clinics, with the exception of those which, 
because of balances due to donations of clubs, individuals, community 
chest, saqpcien and other i t need current payments, are 
totaled. The money available for the clinics for a given month is divided 
by this figure to determine the monetary value of a payment unit. This 
figure multiplied by the number of payment units for a given clinic minus 
money received from patients who pay all or part of the $10.00 fee 

furnishes the amount of clinic payment to be made by the State. In this 
way the State pays for none of the services to individuals who can pay 
for themselves and only for a part of the services of “such persons as 
may be in whole or in part unable to support or care for themselves,” 
as both phyeiciens and hospitals contribute materially to all groups. 

The chief of each clinic shall furnish a monthly report, made under 
penalty of perjury, listing the units of work done by the clinic, the amounts 
received Sem petiontes who can pay all or a part of the $10.00 fee, and the 
statement, “The clinic is billing the State only for the services rendered, 
to the best of our knowled ief, ‘to such persons as may be in 
whole or in part unable to care for themselves.’”’ On the invoice sub- 
mitted for payment the statement shall be appended, “This bill is sub- 
mitted for payment of services only for ‘such persons as may be in whole 
or in part unable to care for themselves.’ ” 

{ major changes in the management of a clinic are contemplated, the 
approval of the Department of Public Health should be obtained. 

e Department of Public Health reserves the right to have its 
sentative make regular inspections of the clinics and make suggestions 
for improved ice. It may cease purchasing service from a clinic 
which fails in its obligations to the public. 

hen a clinic ceases to sell service to the State, either by a vote of the 
local group which originally sponsored it, or a vote art- 
ment of Public Health, it is the responsibility of the department to follow 
the cancer patients proxwuty seen at the clinic, until death. Arran 
ments must be made ei i 
voluntary agencies of the Advisory Cancer Clinic Committee, to see that 
this is done. 


Seavice Units 
Va.ue in Units 


mplete blood examination. ......... 3 
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examination ......... TTT 
Cc oc cc 


Payment Units 
Payment Units 


240 but not over 
280 but not over 
320 but not over 
360 but not over 
400 but not over 
440 but not over 
480 but not over 
$20 but not over 


but not over 
680 but not over 
720 but not over 
760 but not over 

but not over 
840 but not over 

but not over 920 
920 but not over 

but not over 1000 


Approved by the Public Health Counci!, December 14, 1943. 


SAMPLE OF PROPOSED REFERRAL CARD FOR USE OF 
PHYSICIANS SENDING CASES TO THE CLINICS 


FRONT OF CARD 


PLEASE CHECK: 
1. Diagnosis only — patient to be returned to me. I FP as desire to: 
see social worker regarding’ patient. 
2. Diagnosis and treatment.—clinic to make arrangement for 
treatment. 


PLEASE CHECK: 


1. After srostment I desire social worker to follow up patient without 
ting me. 

2. ‘After esontment I prefer that social worker will consult me before 
seeing patient. 


REVERSE OF CARD 


THE BEARER IS NOT IN THE POSITION TO PAY FOR PRIVATE 
CONSULTATION 
1. He is able to pay full clinic fees. 
2. He is able to pay partial clinic fees. 
3. He is unable to pay any clinic charge. 


Fees collected from patients are to in part for the maintenance 
of the clinic. The services of the and those contributed 
by the hospital are gratuitous. 

ApPrENDIX 


New rules and regulations for the government of the state- 
aided cancer clinics were issued early in October, which con- 
tained the following provision for collecting fees from certain 
patients applying for clinic service: 

Individuals able to pay will reimburse the clinic for serv- 

ices. The standard fee shall be $10.00, which will include 

all routine diagnostic services and all subsequent follow- 
up services. Individuals unable to pay $10.00, but able 
to pay some fraction of that amount, shall do so. The 

Department will pay for services rendered by the clinics 

for such “persons as may be in whole or in part unable to 

support or care for themselves.” Each clinic shall deter- 
mine which individuals are “in whole or in part unable 
to support or care for themselves.” 


06 600060 00 0000 000000000000 60008 
Soctal service: 
6566.66 0000 000060 006000600000 00606 
Telephone and correspondence ..... 
Not over 40 
Vol 
1 ‘ 
staf’ and certain other hospital services, which are gratuitous. Individuals 
unable to pay $10.00 but able to pay some fraction of that amount shall T SSCSsiSY 
do so. The department will pay for services rendered by the clinics for 2 eee 
OF 1M part unable to support or care tor themselves. imics in hospitals 
which do not have a prescribed form for determining medical indigency, 
and clinics in those hospitals whose method is not qe BUG 
department shall adopt the department method. Thi 
personal interview with the individual by the admitting officer. Due 
care in selection of the admitting officer is of utmost importance. " : 
_In order to make the payments equitable for all clinics differing in 
size and services rendered the following procedure for payments has 
_ 
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Another paragraph further provided that the funds so 
realized should be applied toward the expenses of the clinics 
while the services of the medical staffs continue voluntary 
and gratuitous, thus in effect extending medical charity 
2 the patients to the treasury of the Commonwealth. 

November 4, the Worcester Clinic Committee con- 
vened for the purpose of considering the new regulations, 
voted its disapproval of that section on the ground that the 
State Department of Public Health would be “obviously 
selling the services of physicians who themselves are donat- 
ing their services” and asked for its clarification. 

At the hearing before the Committee on Cancer on Novem- 
ber 17, the Commissioner very courteously explained the 
circumstances making necessary the changes in methods 
of administering the financial affairs of the state-aided clinics. 
In brief, it appears that prior to the present commissioner’s 
appointment to office certain legal opinions had been ren- 
dered to the effect that the met of financing the clinics 
through subsidies, which had been in practice since their 
A ea was illegal. Consequently a special act (House 
1387) was passed by the islature validating all expen- 
ditures that had been made by the department in support 
of the clinics. A new plan was then set up by the depart- 
ment to purchase the services of the clinics for the patients 
and an elaborate system of unit values was devised and 
= into operation. The new plan was reviewed by the 

ttorney General’s office and also declared to be illegal because 
it was in violation of Article XLVI, Section 3, of the amend- 
= to the Constitution of Massachusetts, which section 

8: 


Section 3. Nothing herein contained shall be construed 
to prevent the Commonwealth, or any political division 
thereof, from paying to privately controlled hospitals, 
infirmaries, or institutions for the deaf, dumb or blind 
not more than ordinary and reasonable compensation 
for care or support actually rendered or furnished by such 
hospitals, infirmaries or institutions to such persons as 
may in whole or in part unable to support or care for 
themselves. 


As a result of these legal opinions the department con- 
sidered that it had three possible alternatives for adminis- 
tering the clinics: they could be restricted to the service of 
the medically indigent only; they could be put on a fee basis 
and the doctors paid; or the clinic could serve the medically 
indigent gratis and collect fees from those able to pay. 

e objection to the first plan was that cancer is not 
limited to the indigent, and it is the job of the department 
to fight cancer. To the second was the objection that if all 
clinic doctors were paid the funds available would not be 
sufficient. The third plan, which seemed to the Public Health 
Council most feasible, was consequently adopted and the 
maximum fee of ten dollars decided on and approved by 
the Attorney General. 

The Commissioner then presented to the committee a 
revision of the regulations in which the paragraph under 
question was changed to read: 


Individuals able to pay will reimburse the clinic for 
services. The nendeed ee shall be $10.00 which will 
include all routine and follow-up services, except the sero- 
ices of the clinic staff and certain other hospital services, 
which are gratuitous. Individuals unable to pay $10.00 
but able to pay some fraction of that amount shall do 
so. The Department will pay for services rendered by 
the clinics for “such persons as may be in whole or in part 
unable to support or care for themselves.” Each clinic 
shall determine which individuals are “in whole or in 
part unable to support or care for themselves.” 


' ‘The revision by dropping the word “diagnostic” and add- 
ing “except the services of the clinic staff and certain hos- 
pital services, which are gratuitous” aims to make it clear 
to the patients that the emane are only for the clinic over- 
head and not for the services of the doctors and nurses. 

To further omgnemee the fact of the gratuitous service of 
the medical staff, the Commissioner presented a revision 
of the referral card which physicians use in sending patients 
to the clinic in which the doctor is asked to certify that the 
patient is not able to pay for private consultation and to 
express his opinion as to the patient’s ability to pay clinic 
_ be this the Commissioner agreed to add in type 
the words: 
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Fees collected from patients are to pay in part for the 
maintenance of the clinic. The services of the physicians 
and those contributed by the hospital are gratuitous. 


This aims to impress on both the referring doctor and the pa- 
tient who brings in the card the fact that he is receiving 
gratuitous services from the medical staff of the clinic. 

e Commissioner expressed the opinion that the fee of 
$10.00 would act as a deterrent to abuse of the clinic staff 
charity. He also felt that the certification asked of the re- 
ferring doctor to the effect that the bearer is unable to pay 
for private consultation or able to pay the clinic fee or cer- 
tain fractions thereof or unable to pay anything would 
automatically climinate the person able to pay $10.00, who 
would naturally prefer a private consultant. 

The majority of the committee concurred with the views 
of the Commissioner. 

The minority contends that the section of the constitution 
quoted above clearly defines the group which is now com- 
prehended by the term “medically indigent” as those for 
whom the state may properly purchase medical services. A 
device for extending medical service beyond the clear intent 
of the constitution strikes at the foundation of orderly and 
controlled government. 

The present is a moment fraught with grave threats to 
the economic freedom of the medical profession. Through- 
out the land feeling runs high against further state and in- 
stitutional encroachments on major fields of private medical 
practice. Any unnecessary aggravation of this feeling now 
is both untimely and unwise. 

In many sections of the state a fee of $10.00 is equivalent 
to the usual private consultation fee. To establish such a 
fee standard for clinic services, however it serves expediency, 
is of itself a clear bid for patronage by persons above the 
economic level of those unable or nearly unable to su 
port or care for themselves and will tend to alienate the 
support of the medical profession from the cancer program 
and to embarrass the professional relations of those mem- 
bers of the clinic staffs who from loyalty to the program elect 


to continue in the work. 
Ernest L. Hunt, Chairman 


APPENDIX NO. 9 
Report or tHE War Participation ComMMITTEE 


Late in the fall of 1943 the committee instructed its chair- 
man to undertake a survey of the distribution of active prac- 
ticing physicians in Massachusetts with particular reference 
to the number per thousand of population in the various dis- 
tricts, as well as in the Commonwealth as a whole. Accord- 
ingly, the district chairmen of the committee were instructed 
to prepare such surveys with the assistance of the local Pro- 
curement and Assignment committees. To date complete 
reports have been received from only six districts, namely, 
Barnstable, Bristol North, Hampshire, Worcester North, 
Middlesex East and Norfolk South — a disappointing num- 
ber. Few reports of civilian doctor shortage, however, have 
come to the attention of this committee, and we believe that 
at the present time no emergency exists. Some relocation of 
physicians has been executed by the State Procurement and 
Assignment Committee at the request both of local com- 
munities and of individual doctors seeking a settlement; 
as of this date all major community sogumts have been satis- 
fied. There has existed from the beginning the closest co- 
operation between our War Participation committees and the 
Procurement and Assignment committees on the district as 
well as on the state level. 

At a meeting of the War Participation Committee on 
January 30, 1944, it was the consensus that plans should be 
entertained to meet the possibility of an outbreak of a serious 
epidemic of disease. In spite of the fact that there is no large 
area within the Commonwealth that is at present medically 
shorthanded, it was considered wise for the Society to be pre- 
pared for such an outbreak, when civilian needs for emer- 
gency medical care might become acute in several areas at 
the same time. 

Various schemes were considered, prominence being given 
to the plan of the Worcester District Medical Society de- 
scribed by Dr. J. J. Dunety in the New England Journal of 
Medicine, issue of January 7, 1943, and to the so-called “San 
Francisco Plan,” both of which present certain features that 
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might be incorporated in a state-wide action to circumvent 
possible disaster during epidemic illness. 

The Worcester Plan sets up a system around certain desig- 
nated hospitals, which serve as centers for information and 
for procurement of physicians. In an emergency, the public 
is instructed to call the nearest designated hospital where the 
telephone operator on duty will undertake to send a physician, 
call a cab or send an ambulance. In such fashion the criticism 
of neglected emergencies is avoided and a nice co-operation 
between hospitals and physicians is set up to perform a new 
and important public service. 

The efforts of the San Francisco County Medical Society 
along the same lines seem to us likewise worth considering. 
In 1942 this society inaugurated a Wartime Twenty-Four- 
Hour Seven-Dep-0-Week Telephone Service as an aid to resi- 
dents whose regular physicians had entered the armed serv- 
ices. An active public-relations committee informed the 

ublic by radio and press that persons calling the society 
Leadquereere at any time of day or night would be given 
the names of three qualified physicians or specialists taken 
in rotation from a live, accurately kept file. It is reported 
that since its inception this scheme has provided medical 
personnel for over one thousand people. 

The War Participation Committee believes that definite 
steps should be taken throughout the Commonwealth to 
devise methods to meet possible emergency medical needs in 
the event of a serious epidemic and will proceed to instruct 
the district War Participation committees along the lines that 
are finally decided on, be it through hospitals, through dis- 
trict headquarters or by means of a combined plan, flexible 
enough to fit the needs of differing local conditions. 

Lest there be insufficient physicians in some of the districts 
to meet the service requirements within their own boundaries 
during an increased load of illness, the committee hopes that 
senior students in the medical schools of Boston University, 
Tufts and Harvard may be assigned to regions in need of 
their services — as during the influenza epidemic of 1918. Such 
students will report to designated physicians and will act 
under them as assistants. 

Various organizations, including the Massachusetts Public 
Health Nurses Association and the American Red Cross, 
will be asked to lend their resources in case of need of more 
nursing care, a vital service in any epidemic. 

The committee believes that such a project must be main- 
tained as a private enterprise and that care thus supplied 
must be paid for on a fee basis, except in the event of illness 
striking families unable to pay for medical care, when oT 
shall be treated without charge, the town or city in whic 
they reside continuing to be responsible for meeting the cost 
of such care. 

In order to make a plan of this sort operable, more is 
needed than the interest of the doctors. The support of 
public opinion is necessary. The committee will therefore 
probably suggest that each district society assign the task 
of implementing it to the members of the district Public 
Relations committee, working with the district War Par- 
ticipation committee, the former being responsible for the 
education of the public by various technics of publicity, 
and the latter for the development of the professional aspects 
of the endeavor. This combined effort should produce a 
smoothly running organization by which emergency medical 
needs can at all times be met in the Commonwealth. 


Cart BEARSE 

REGINALD Fitz 

Dwicut O'Hara 

Raten STRATTON 

Ticue, Secretary 
B. Breen, Chairman 


APPENDIX NO. 10 
Report oF THE Postwar Loan-Funp ComMITTEE 


The Postwar Loan-Fund Committee has been active since 
the last report of progress to the Executive Committee of 
the wate August 25, 1943. Several 
subcommittees have been considering certain phases of the 
committee’s work; and the committee of the whole, at a 
meeting on Wednesday, December 15, considered the reports 
of these several subcommittees, and herewith submits a 
further report of progress. 
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Among the questions considered was a very im nt 
one — namely, shall members of the Massachusetts Medical 
Society who are in the armed forces be asked to pay the 
assessment? The subcommittee that considered this ques- 
tion was of the opinion that payment of the assessment should 
be entirely optional. After considerable discussion, the com- 
mittee of the whole agreed with this viewpoint. 

Further, the subcommittee considered another phase of 
this same question — namely, when a member of the Massa- 
chusetts Medical Society returns to practice from war serv- 
ice and resumes payment of the yearly dues of the Society, 
shall he be asked to pay the assessment? Again, the su 
committee was of the opinion that the payment of the assess- 
ment should be optional. In other words, some members 
returning from service may desire to Ay assessment, 
and others may not so desire or may not be in a position to 
do so. The committee of the whole discussed this at con- 
siderable length, and agreed unanimously with the findings 

the subcommittee. 

Another subcommittee considered the question a 
the setup of a board to carry out the Postwar Loan-Fu 
Plan, and this involved two questions: the number of men 
on the board, and certain personnel to serve on the board. 
This subcommittee reported that in its opinion the number 
of men to serve on the board should be five, and it was 
further of the opinion that this number should include the 
treasurer and secretary of the Society, and that the president 
of the Society should appoint three other members, one of 
whom should be the present chairman of the present Postwar 
Loan-Fund Committee. The report of this subcommittee 
was discussed at considerable length, and the committee of 
the whole accepted the conclusions as given. 


Georce Leronarp Scuant, Chairman 


APPENDIX NO. 11 
Report or tHe Mizitary Postcrapvate ComMITTEE 


As a result of action taken by the Council on May 24, 1943, 
the Military Postgraduate Committee invited the other New 
England state medical societies to join with the Massachusetts 

edical Society in providing graduate instruction for all 
medical officers of the armed forces in the New England area. 
All these societies accepted our invitation. 

At about the time of the Council meeting in May, 1943, 
came the organization of the National Committee for War- 
time Graduate Medical Meetings, representing the Ameri- 
can Medical Association, the American College of Phy- 
sicians and the American College of Surgeons. With t 
formation of this national plan also came the announcement 
that the national committee would gladly co-operate with 
any local group carrying on similar work. 

At the first meeting of the New England group, Region Com- 
mittees I and of the national group, which committees 
represented the New England states, were invited to meet 
with us. As a result of this meeting, it was unanimously 
agreed to combine all graduate wartime teaching of the 
various groups under the name of the New England Com- 
mittee for Wartime Graduate Medical Meetings. 

In October, 1943, the first graduate meeting was held at 
the Newport Naval Hospital. This was a three-day meet- 
ing sponsored by the New England committee, but organized 
by the members of Region II (Connecticut and Rhode Island) 
under the leadership of Dr. Creighton Barker. This meeting 
was a success in every aeepeee, After the meeting, however, 
our committee was asked by the chief medical officers of the 
Army and the Navy not to plan future meetings lasting for 
more than one day, because of the increasing demands on 
the time of the medical personnel in the various installations. 

Consequently, a paae committee was appointed, meet- 
ings were arranged with representatives of the Army, the 
Navy and the Coast Guard, and as a result, a list of topics 
was selected, and a list of teaching installations designated. 
These various lists are appended. Programs were started in 
November and will be continued once a month for the dura- 
tion. To date, fifty-five exercises have been held in nineteen 
installations scattered throughout New England, from 
Quoddy Village in the North to New Haven in the South. 

The object of this program has been officially declared to be 
an effort to present the best medical knowledge on the respec- 
tive subjects from the point of view of civilian medical prac- 
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tice. No attempt will be made to vide instruction in 
medical or surgical technics in combat, except when ex- 
perienced medical officers are available. 

At this time it is worth inviting attention to the fact that 
this work represents a co-operative effort of the various New 
England state medical socicties, the American Medical Asso- 
ciation, the American College of Physicians, and the Ameri- 
can College of Surgeons on the one hand, and the United 
States Army, Navy and Coast Guard on the other. That the 
program is now running smoothly is due wong be the splendid 
co-operation of such men as Rear Admiral Richard Lanin 
(MC), U.S.N., Colonel d Reddy, M.C., U.S.A., an 
Lieutenant Colonel Lee C. Watkins, Senior Surgeon, U.S. 

-H.S., who are the chief medical officers of the respec- 
tive services in this area. Furthermore, that such a com- 
bined effort can be worked successfully speaks well for co- 
operative ideas for graduate teaching for the future. 

A list of the membership of the New England Committee 
for Wartime Graduate Medical Meetings and the Army, 
Navy and Coast Guard personnel co-operating is appended. 

The problem of finance was considered at the first —_ 
meeting of the respective organizations forming the New 
England Committee for Wartime Graduate Medical Meet- 
ings. The Massachusetts Military Postgraduate Committee 
made a working agreement to meet the office and clerical 
expenses, whereas the national committee agreed to pay 
expenses of instructors and organization meetings. 8 
seemed fair and has worked out advantageously. 

In 1943, the budget for the Massachusetts Military Post- 
graduate Committee was $350 for the work done in Massachu- 
setts prior to May, 1943. An additional amount of $500 was 
appropriated by the Council on May 24, 1943, to extend the 
wotk throughout New England, making a total for 1943 
of $850. The committee has spent $677.60, of which $174.69 
will be refunded by the national committee; this makes our 
net expenses $502.91 for 1943; in other words, we are 
within our budget. 

The committee recommends that the Committee be 
continued. 

Cuester S. Keerer 

Samue. H. Procer 

Frank R. 

Gorvon M. Morrison 
Leroy E. Parkins, Secretary 
W. Ricwarp Outer, Chairman 


* * 


Teacuine InsTALLations 
Maine 
Dow Fi B U. S. A. 
Naval Beaten, Brunswick S. N.) 


ort (U. S. A.) 
Naval Construction Feaining Centers Quoddy Village (U.S. 
New Hampshire 
Portsmouth SON.) — includes personnel of HD of 
ortsmout 
Massachusetts 


F Banks, Bos (U. S. A. 
Naval Hospital ch sea (U. 4 N.) 
F (U.S. A.) 


ort vens 


AD (U. 8. A 
r tal, Fra m (U. S. A. 


of New Bedford 
Marine Hospital, Brighton (U. S. P. H. S. — U. S. C. G.) 
Westover Field, Chicopee Falls (U. S. A.) 
Rhode Island 
Naval Construction Training Center, Davisville (U. S. N.) 
Naval Hospital, Newport (U. S. N.) — includes personnel of HD of 
Narragansett Bay 
Connecticut 
Air C Station Hospital, New H U. S. A.) 
Base (U. S. N.) and Fort H. G. right, Fishers Island, N. Y. 
(U. S. A.) — includes perconent of HD of Long Island Sound 
Bradley Field, Windsor ks (U. S. A.) 


Procram 
Subject Instructor 


Station Hospitat, Dow Fie tp, Bancor, Maine 
November 18 Stomach, Biliary-Tract and In- 
testinal Disorders 


Date 
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December 16 a Dyscrasias and Trans- William Dameshek 


sions 
May 16 Acute Abdominal Emergencies 
June 15 The Use of Penicillin and the 
Sulfa Drugs 
Dispensary, U. S. Navat Air Station, Brunswick, Maine 
November 18 Cardiac Neuroses, Cardiac Burton E. Hamilton 
Emergencies and Cardiac Re- Louis Wolff 
habilitation 
December 16 Peripheral Vascular Disease Robert R. Linton 
January 20 Acute Infections of the Central Raymond D. Adams 
Nervous System 
February 17 Contagious Diseases and Com- Conrad Wesselhoeft 
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CASE 30131 
PRESENTATION _OF CAsE 


A twenty-eight-year-old housewife entered the 
hospital because of pain in the right hip. 

The patient was in apparent good health until 
about six years before admission, when, without 
antecedent trauma, she developed a dull ache in 
the right thigh and leg. The pain was not influenced 
by weather, but was aggravated by hard work and 
relieved by bed rest. It gradually increased in 
severity and the thigh became the area of maximal 
pain. About two years before entry, during the 
course of pregnancy, the pain became quite severe. 
Following successful delivery of a normal infant, the 
pain seemed to subside for a while. Gradually, 
however, it again increased in severity, although 
there were some symptom-free days. She noted 
progressive limitation of activity so that by the 
time of admission she could not scrub the floor or 
climb more than one step at a time. She walked 
with a limp. 

There was no history of tuberculous contact or of 
cough, sputum, hemoptysis, increased night sweats, 
chills, fever or urinary symptoms. 


*On leave of absence. 


Physical examination showed a well-developed, 
well-nourished woman in no distress. The heart, 
lungs and abdomen were normal. There was tender- 
ness over the right ischial tuberosity and over the 
inferior iliac spine, and considerable spasm of the 
right hip muscles. Some atrophy of the right thigh 
muscles was present without any difference in the 
length of the two extremities. The right hip was 
painful on flexion past 95°. Flexion was limited 
to 100°. Because of pain, internal rotation was 
limited to 15°, and external rotation to 10°. Full 
extension was possible. 

The blood pressure was 135 systolic, 85 diastolic. 
The temperature, pulse and respirations were normal. 

Examination of the blood showed a white-cell 
count of 11,200 with 78 per cent neutrophils. The 
hemoglobin was 13.6 gm. per 100 cc. A_ blood 
Hinton test was negative. The sedimentation rate 
was + mm. in fifteen minutes, 6 mm. in thirty 
minutes, 13 mm. in forty-five minutes and 19 mm. 
in sixty minutes. The blood uric acid was 4.0 gm. 
per 100 cc. 

An x-ray film of the chest was negative. X-ray 
films of the pelvis showed a number of round cyst- 
like areas of diminished density lying in the wall 
of the right acetabulum (Fig. 1). These measured 
from 0.2 to 1 cm. in diameter and were surrounded 
by a zone of increased density. There was also 
generalized increase in the density of the bone 
throughout the region of the right acetabulum. 
In the lower margin of the head of the right femur, 
where it joined the neck, there was a similar area of 
diminished density with surrounding reaction. The 
joint space was markedly narrowed superiorly, and 
there appeared to be some destruction of the wall of 
the acetabulum medially. The right femur was held 
in slight adduction. The left femur and the re- 


maining bones of the pelvis were normal. 
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On the fourth hospital day, an operation was 
performed. 


DIFFERENTIAL DIAGNosiIs 


Dr. W. A. Rocers: May we see the x-ray films? 

Dr. Laurence L. Rosprins: This is the lesion as 
described, with areas of rarefaction scattered through 
the wall of the acetabulum and the head of the 


Figure 1. Roentgenogram of Ilium. 

femur, and apparently involving the upper portion 
of the neck of the femur. So far as I can see, the rest 
of the bones appear normal. 

Dr. Rocers: In considering a joint condition, an 
orthopedist is by experience forced to consider all 
the possibilities because of the common lack of the 
typical for any given condition in the roentgenogram. 
One may say immediately from the history and the 
roentgenogram in this case that we are not dealing 
with a slipped upper femoral epiphysis. We are 
not dealing with Legg-Perthes’s disease, nor are we 
dealing with congenital dysplasia of the hip. The 
radiographic appearances of each of these three 
diseases are sufficiently typical to justify their 
exclusion in this case. 

I am impressed by the diffuseness of the sclerosis. 
In the iliac side of the joint the sclerosis extends 
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quite high and is not the typical subchondral type of 
sclerosis that we commonly associate with strain 
due to mechanical fault in the joint. I am also im- 
pressed by the cystlike areas of diminished density, 
and by the circumstance that these are of rather 
scattered distribution. This one is rather high, 
which is not especially remarkable, but also along 
the upper portion of the neck of the femur there 
are cystlike areas of diminished density, which lie 
beneath the capsule of the joint, and one wonders 
what they are doing there. In cases of degenerative 
arthritis we see cystlike areas of diminished den- 
sity in the roentgenogram, but they are usually 
limited to the head of the bone — not on the ace- 
tabulum side — and are closer to the joint. I am 
also impressed by the circumstance that there is 
evidence of destruction in the medial portion of the 
joint — that is, the vertical inner wall of the hip 
joint. The destruction is not confined to one side 
but is on both sides. In a degenerative arthritic 
process one would expect that the smooth line of the 
bone comprising the two sides of the joint would pass 
almost completely around the extent of the joint. 
In this case the line is sharply broken medially and 
is on both sides. The joint line is extremely thin. 
It is so narrow that it could be due to a traumatic 
arthritis with destruction of the articular cartilage 
from bad mechanics, or due to destruction of the 
cartilage, such as one might see in an infectious 
process, either acute or chronic. 

In considering these punched-out areas, the nar- 
rowing of the joint line and sclerosis, one naturally 
wonders if the patient might not have had gout, but 
in gout there is usually no history of almost con- 
tinuous pain, varying in degree, to be sure, but from 
day to day and in direct proportion to activity. In 
gout, as we all know, there is generally a story of 
attacks with remissions of relative comfort. Further- 
more, the blood uric acid level was well within 
normal limits, and the patient was not febrile, nor 
was there a leukocytosis. 

The question of rheumatoid arthritis must be 
faced, and one is immediately impressed on ex- 
amining these films with the rather diffuse sclerosis, 
rather than diffuse atrophy. The irregularity in the 
joint line in a rheumatoid condition can be localized 
to a limited portion, but it is usually less of an 
excavation, more fuzzy, and not so deeply pene- 
trating. Furthermore, the sedimentation rate did 
not exceed normal. It was high normal to be sure, 
but not what one would expect with rheumatoid 
arthritis, and I gather from the history that this was 
a single-joint affair. 

One must also consider, of course, the Neisserian 
joint, and not be deterred from that diagnosis by 
the sclerosis — at least this is true of the sacroiliac 
joint. The irregularity of the joint line, with destruc- 
tion of the cartilage and even subchondral bone, 
and some irregularly punched-out areas in the 
joint are not inconsistent. The most conspicuous 
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feature of the Neisserian sacroiliac joint is diffuse 
sclerosis, which may extend back several centimeters 
on each side, and here we have, in a way, the picture 
of a Neisserian joint. She had had this, however, 
for six years, and she had a range of motion from 
normal extension to 100° of flexion. She had 
definite internal rotation of 15°, which is within 
normal limit, and 10° of external rotation. One would 
think that, in a Neisserian joint of six years’ dura- 
tion, the motion would be considerably less free 
than it was in this case. Pain was a conspicuous 
feature, and although an acute Neisserian joint is 
something to be reckoned with from the standpoint of 
pain, after six years one would expect a rather quies- 
cent, relatively immobile, if not actually fused, joint. 

The streptococcus and staphylococcus have to be 
considered, but by and large one is not inclined to 
follow up that line of thought because there is no 
dislocation, there is no extensive lesion of the head 
of the bone, and the joint line is smooth on top; 
these are strongly against such a lesion, although a 
low-grade infection by either might produce this 
picture. Furthermore, most streptococcal or staphy- 
lococcal hip joints are fulminating affairs. 

We must always consider tuberculosis in a chronic 
joint, and there are many features in this case that 
suggest this diagnosis. If this were a shoulder joint, 
it would be extremely likely. The shoulder joint 
being a nonweight-bearing joint, is not subjected 
to as much strain as the hip is, especially in women, 
and one might conclude that this was a caries sicca 
in the humerus and scapula. There are various 
irregularities about the joint, with extensive sclerosis; 
the destruction of the joint line is likewise in accord 
with a chronic, destructive, infectious process, 
which could be tuberculosis. The old concept that 
tuberculosis is a purely destructive disease from the 
standpoint of bone changes is not tenable. Areas 
of diffuse sclerosis of bone are extremely frequent, 
especially in the vertebral bodies, where sclerosis 
has been demonstrated to be the result of local 
anemia of the bone, the anemia resulting from 
thrombi that form in the local arterioles. With 
lessened blood supply the usual bone response is 
sclerosis. 

We then come to a consideration that must be 
taken seriously — traumatic arthritis of the hip 
joint. The history does not contain a record of ante- 
cedent trauma. That does not mean, of course, that 
such trauma had not occurred. In dealing with 
joints, it is not uncommon to get a history similar 
to this one with respect to trauma, only to discover 
that one is dealing with a traumatic arthritis. By 
putting it up a bit more forcibly to the patient, 
trauma that had slipped the memory is often re- 
called. The prompt recovery from such trauma 
in adolescence is to be expected, followed by a slowly 
progressing degeneration of both sides of the joint. 

In summary, | have seriously considered a Neis- 
serian joint, a tuberculous joint and a traumatic 
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arthritic joint, nonrheumatoid nonconstitu- 
tional, of course. My first choice, based on the 
diffuse sclerosis, the joint destruction and the 
presence of cystlike areas over an extensive zone, 
is tuberculosis. My next choice is traumatic 
arthritis. 

Dr. Bensamin Castiteman: Dr. Smith-Petersen, 
will you tell us what you thought before operation 
and what you found at operation? 

Dr. Marivs N. Our pre- 
operative diagnosis was low-grade infection in the 
anterior third of the ilium, directly above the 
acetabulum and in the roof of the acetabulum, with 
secondary synovitis of the joint itself and possibly 
with strain, secondary to faulty position of the hip — 
in other words, traumatic arthritis. The cystic areas 
that appear to be in the head of the femur and that 
seem to be due to bone atrophy are misleading. We 
were able to demonstrate these cysts at the time of 
operation, and they were actually in the acetabulum. 

At the time of operation the roof was excised and 
the lower cystic areas cut across, releasing cheesy, 
putty-like material. The outstanding features of the 
joint itself were the many villi, particularly in the 
anterior portion of the joint. These villi were firm 
and dark brown, and when cut across, were fibrous 
in character. They were firmer than the villi com- 
monly seen in villus arthritis or traumatic arthritis, 
but since the duration of symptoms was six years, 
we came to the conclusion that this was an old 
synovitis with villus formation, the recurring syno- 
vitis having become increasingly fibrous in character. 
The postoperative diagnosis was simply a_ villus 
condition of the synovia, with cysts of unknown 
origin in the anterior third of the ilium. 


CurnicaLt DIaGnosis 


Multiple cysts of ilium, due to low-grade infection, 
with secondary synovitis. 


Dr. Rocers’s DIAGNosiIs 


Tuberculosis of hip? 
Traumatic arthritis? 


ANATOMICAL DIAGNOSES 


Pigmented villonodular synovitis of right hip. 
Osteoarthritis of right hip. 


PaTHoLocicaL Discussion 


Dr. Castieman: As Dr. Smith-Petersen has said, 
all these villi were reddish brown and firm. On 
microscopic examination they showed a marked 
increase in the stromal cells, numerous giant cells 
of the foreign-body type and large deposits of hemo- 
siderin within the phagocytes and within the stromal 
cells (Fig. 2). In some areas the tissue was made up 
of so-called “foam” or xanthoma-like cells — that is, 
phagocytic cells filled with fat. Nowhere was there 
evidence of tuberculosis. 
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This appearance of diffuse synovitis with an in- 
crease in stromal cells, with phagocytes containing 
fat and hemosiderin and with large numbers of 
giant cells has been referred to in the past as a benign 
giant-cell tumor of the synovia. It does not look 
neoplastic, however, and the diffuse character of the 
lesion does not resemble neoplasm. Jaffe* has tried 


Figure 2. Photomicrograph of Synovial Lesion. 


to relate this condition with the ordinary benign 
giant-cell tumor of tendon-sheath origin, sometimes 
called xanthoma, which is not related to the benign 
giant-cell tumor of bone. Jaffe has described a 
gradual change in the early condition, which he calls 
a villonodular pigmented synovitis, into the older 
fibrous type, which is called the benign giant-cell 
tumor of tendon-sheath origin. 

The etiology of this condition is still unknown. 
Jaffe believes that it is not a bacterial infection, and 
certainly the reaction does not resemble that seen 
in an infection. He has ruled out trauma in his cases, 
first because in only one or two was he able to elicit 
a story of trauma, and secondly because in well- 
known traumatic cases this appearance has not 
been seen. If hemorrhage into the joint were the 
etiologic factor, due either to trauma or to some 
other condition, one should see it in arthrosis due to 
hemophilia, which is not found. Perhaps it is a low- 
grade nonspecific inflammatory reaction of un- 
determined cause. 

I do not believe that we can rule out a diagnosis 
of traumatic arthritis in this case. There is, how- 
ever, no mention of trauma in the history, and in the 
usual case of traumatic arthritis one does not see 
this amount of hemosiderin and phagocytosis and 
the xanthoma-like cells. The term that Jaffe has 
used is at least an honest opinion of what the 
disease is. 

Dr. Smitn-PETERSEN: 
of the cyst contents? 


How about the sections 


*Jaffe, H. L., Lichtenstein, L., and Sutro, C. J. Pigmented yitensdulas 
synovitis, bursitis and tenosy novitis. Arch. Path. 31:731-765, 1941. 
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Dr. Castieman: We found nothing specific on 
which to make a diagnosis. There was some de- 
generation of the articular cartilage and some under- 
lying osteitis. The cysts were probably part of the 
osteoarthritis, which may have been a separate 
condition. 

Dr. Smitu-PeterRsEN: Could the cystic condition 
have been primary, and the joint condition second- 
ary? 

Dr. CaAstLeMAN: There was not enough disease 
within the bone, including the cyst formation, to 
cause that degree of involvement in the joint. The 
joint disease was rather extensive. 

Dr. Smitu-Petersen: It is fair to say, however, 
that the patient was a young woman who carried on, 
in spite of pain, for six years, who never went to bed 
and who had pain on activity, which was increasing. 
Although she was told two years previously that 
she had a condition that should be explored, she 
had a baby, which she took care of for fifteen months 
before she was operated on. So she must have added 
considerable trauma in spite of the pain — six 
years of trauma. Might that not give rise to quite 
a bit of synovial change? 

Dr. CastLemMan: That may be the answer. 
Trauma is not ruled out, but certainly in cases with 
a definite history of trauma that have been explored 
one does not find this degree of proliferation of the 
stromal cells within the villi. These stromal cells 
were very hyperplastic, and in some areas suggested 
neoplasm. For that reason others have described 
the lesion as a true tumor. 

From the cases reported, the best treatment is 
complete excision, if it can be done. This condition 
may involve only a portion of the synovia, as well 
as the whole joint. In one case, reported by Jaffe, 
a recurrence developed that was helped by x-ray 
therapy. 


CASE 30132 
PRESENTATION OF CASE 


First admission. A _ sixty-five-year-old widow 
entered the hospital because of hoarseness. 

The patient had been in good health until seven 
weeks before admission, when, without any ante- 
cedent upper respiratory infection or other symp- 
toms, she awoke from a nap to find that she was 
unable to speak above a whisper. This persisted. 
She felt well, however, until three weeks before 
entry, when she developed a gnawing, intermittent 
pain between the shoulder blades lasting about thirty 
minutes. In addition to this pain she also experi- 
enced a slight intermittent pain in the region of the 
sternum, which seemed to be precipitated by pro- 
longed whispering. She was treated by an osteopath 
without relief and by her physician, who then sent 
her to the hospital. She had had a slight cough pro- 
ductive of white phlegm for several days. She had 
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lost about 25 pounds over a period of three years. 
Her appetite had been good. The past history was 
otherwise negative. 

Physical examination showed a well-developed, 
well-nourished woman without any evidence of 
recent weight loss. She spoke in a whisper and was 
in no distress. The neck veins were distended, par- 
ticularly on the left. The left supraclavicular fossa 
appeared fuller than the right, but no masses were 
palpable. The lungs were clear and resonant 


Ficure 1. 


throughout. The heart was enlarged to 2 cm. to the 
left of the midclavicular line in the fifth interspace. 
The sounds were of good quality and regular. A 
blowing systolic murmur was heard all over the 
precordium. The liver was palpable two finger- 
breadths below the right costal margin and was 
slightly tender. Superficial varicosities were seen 
over the abdomen and the lower extremities. There 
was noedema. Neurologic examination was negative 
except for a slightly diminished pharyngeal reflex 
and deviation of the tongue to the left. Repeated 
laryngeal examinations revealed the left vocal cord 
to be immobile and in the cadaveric position. No 
masses, ulceration or tubercles were seen on the 
cords or the subglottis. The arytenoids appeared 
normal and fairly movable. 

The blood pressure was 130 systolic, 70 diastolic. 
The temperature was 100°F., the pulse 80, and the 
respirations 20. 

Examination of the blood showed a red-cell count 
of 3,500,000, with 10.5 gm. of hemoglobin. The 
white-cell count was 6450. The urine was normal. 
A blood Hinton test was negative. The stools were 
negative. 
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An x-ray film of the chest (Fig. 1) showed a 
rounded area of increased density in the anterior 
portion of the left upper lobe at the level of the 
second rib. The heart was not enlarged. There was 
no definite widening of the aorta or evidence of 
aneurysm or a mediastinal tumor. A swallow of 
barium passed through the esophagus without 
hesitation at any point. An x-ray film taken two 
weeks later revealed a slight decrease in the size 
of the area of increased density. The left half of the 
diaphragm was somewhat elevated, but both leaves 
moved fairly well on respiration and there was no 
paradoxical motion. 

A tuberculin test in dilution of 1:100,000 was 
positive. The venous blood pressure in the ante- 
cubital veins at the level of the sternomanubrial junc- 
tion was equivalent to 7.2 cm. of water on each side. 
Repeated sputum examinations for tubercle bacilli 
were negative. An electrocardiogram showed normal 
tracings. The temperature remained about 100°F. 

The patient did not seem to have much pain. Her 
voice improved transiently following laryngoscopic 
examination. She was discharged and told to return 
in four weeks for re-evaluation of her symptoms. 

Second admission (two and a half months later). 
Following discharge the patient continued to have 
pain in the anterior chest and between the shoulder 
blades. She presented herself in the Out Patient 
Department about four weeks following discharge 
and was found to be fibrillating. An x-ray film of 
the chest showed no change from the previous 
examinations. During the next four or five weeks 
her condition gradually became worse, the pain in- 
creasing in severity. She had considerable cough, 
with dyspnea and occasional palpitation. The spu- 
tum was blood tinged. She had been given 1 gr. of 
digitalis every four hours for some weeks without 
apparent. change. About one week before re- 
admission a scheduled bronchoscopy was post- 
poned because she was fibrillating at a rate of 140, 
without noticeable dropped beats. She was given 
three doses of 2 cc. of Cedilanid within twenty-four 
hours and 1!% gr. of digitalis daily. Thereafter she 
continued to fibrillate, but at a rate of 100. Her 
condition otherwise remained essentially the same. 

Physical examination on admission showed the 
diaphragm to be high on the left. Resonance was 
diminished over the left upper lobe posteriorly. 
Coarse rhonchi were heard throughout the chest, 
with stridor. The heart was slightly enlarged. The 
apical first sound was rough. The heart was fibril- 
lating at a rate of 88, without a deficit. There was 
slight ankle edema. 

The temperature was 100°F., the pulse 88, and 
the respirations 25. An x-ray film of the chest (Fig. 
2) showed considerable fluid in the left pleural 
cavity. There was also density extending upward 
and outward from the hilus into the left upper lung 
field. The heart and mediastinum were displaced 
to the right. 
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The day after admission she was bronchoscoped. 
The left main bronchus was almost completely oc- 
cluded by a mass arising in the lateral and anterior 
walls, leaving a I-mm. opening. The mass was 
slightly irregular and reddish. A biopsy from the 
lateral wall was followed by an immediate massive 
hemorrhage, and 1500 cc. of blood was lost before 


Ficure 2. 


it could be stopped. The pulse and blood pressure 
became imperceptible, but returned with the cessa- 
tion of bleeding. She was given several transfusions 
and intravenous fluids. Examination following this 
episode showed dullness and flatness below the level 
of the sixth dorsal vertebra on the left posteriorly, 
with diminished breath sounds and many coarse 
tracheal bubbles throughout. The heart was fibril- 
lating at a rate of 140, with a pulse deficit of 20. 
Pathological examination of the specimen revealed 
no diagnostic abnormality. Three chest taps in 
the course of the next eighteen days yielded about 
700 cc. of bloody fluid. No micro-organisms, in- 
cluding acid-fast bacilli, or tumor cells could be 
found in the sediment. The fibrillation continued, 
the temperature ranged about 100°F., and she had 
considerable cough productive of a large amount of 
blood-streaked sputum. She went progressively 
down hill and on the twenty-first hospital day had 
sudden respiratory difficulty, accompanied by pro- 
fuse sweating. She died a few minutes later. 


DIFFERENTIAL DIAGNOSIS 


Dr. Paut Zamecnik: If we summarize all the 
apparently pertinent findings at the time of the first 
admission, we find that they point to the region of 
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the arch of the aorta or to the left main-stem bron- 
chus. In the first place the patient complained of 
difficulty in speaking, and we note that she had 
paralysis of the left vocal cord, which is consistent 
with paralysis of the left recurrent laryngeal nerve. 
Then she had cough, and fullness in the right supra- 
clavicular region, and the neck veins were more dis- 
tended on the left than on the right. She had pain 
in the sternum and between the shoulder blades. 
Finally, an x-ray film of the chest showed a rounded 
area of increased density in the anterior portion of 
the left upper lobe at the level of the second rib. 

I wonder if we may see the x-ray films. 

Dr. Mitrorp Scuutz: These are the films made 
at the time of the first admission. You can see the 
indefinite area of increased density in the left upper 
chest. Whether that is infiltration or atelectasis, | 
do not know. The left leaf of the diaphragm appears 
to be elevated. Incidentally, the protocol did not 
mention it, but on fluoroscopy there was paradoxical 
motion. 

Dr. Zamecnik: But the diaphragm did move? 

Dr. Scuutz: Yes. You can see a fair left main- 
stem bronchus on the oblique film. The impression 
was that the lesion had regressed, which I believe 
is partially due to technical difference in the films. 

These films made at the time of the last admission 
show a marked change; the area of density has 
greatly increased. 

Dr. Zamecnik: How about this area? 

Dr. Scnutz: It looks like a mass in the left 
mediastinum. In this film of the chest there is a 
large amount of fluid on the left side and a curious 
nodulation throughout the entire right lung field, 
not present previously. 

Dr. Zamecnik: Would you like to say anything 
more about these abnormalities? Do they look like 
metastatic disease? 

Dr. Scnutz: They could be due to metastatic 
disease, but there are several other possibilities. 

Dr. Zamecnik: In attempting to explain the 
patient’s downhill course and the cause of her death, 
letus focus our attention first on the most important 
single piece of information available — the findings 
of the bronchoscopic examination. ‘“The left main 
bronchus was almost completely occluded by a mass 
arising in the lateral and anterior walls, leaving a 
l-mm. opening. The mass was slightly irregular and 
reddish.” 

If we eliminate aneurysm as a cause of this 
woman’s difficulties, we can confine our attention to 
tuberculosis and neoplastic diseases. The negative 
Hinton reaction, the lack of hypertension, the ab- 
sence of an aortic diastolic murmur, the lack of 
pulsation in the sternal notch, the inability of the 
X-ray Department to find widening of the aorta, 
and the unlikelihood that an aneurysm would pro- 
duce such a localized invasion of the anterior and 
lateral bronchial walls make aneurysm a remote 
possibility. 
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The tuberculin test was found positive in 1:100,000 
dilution. This reaction is interpreted as evidence 
that a person harbors a tuberculous lesion some- 
where in the body, but it does not determine whether 
the lesion is active or healed. Certainly the x-ray 
picture of the chest is not suggestive of tuberculosis, 
unless it is a tuberculoma, which seems to be too 
rare a bird on which to pin a diagnosis in the face 
of data suggesting neoplastic disease. 

One may divide neoplastic diseases into two 
groups, benign and malignant. Among the benign 
tumors of the lung and mediastinum are: dermoid 
cyst, neurofibroma, lipoma, adenoma and chon- 
droma. The first three arise in the mediastinum and 
it is unlikely that they would invade a bronchus; 
the last two might arise in a bronchus. All these 
are relatively slowly growing tumors, which ordi- 
narily produce pressure symptoms for months or 
years before becoming serious problems. The disease 
under discussion, on the other hand, was a rapidly 
progressive one. The fever, anemia and pleural 
effusion fit a little better with a malignant neoplasm 
of the chest than they do with a benign lesion. 

The malignant diseases of the chest include 
lymphoma, carcinoma, sarcoma, teratoma and 
metastatic carcinoma or sarcoma. The mass seen by 
bronchoscopy appeared to arise near the left main- 
stem bronchus. Primary carcinoma of the lung is a 
frequent disease, accounting for 5 to 10 per cent of all 
deaths from cancer. In about 75 per cent of the 
cases, the original site is one of the main-stem 
bronchi. Except for the negative biopsy, therefore, 
the picture is a classic one for bronchiogenic car- 
cinoma. 

Metastatic carcinoma is, to be sure, an even com- 
moner disease, but the metastases are usually, al- 
though not always, found in the periphery of the 
lung, and are often multiple. Furthermore the site 
of origin is usually the source of other signs and 
symptoms of the disease, which are absent in this 
case. There is therefore no advantage in choosing 
metastatic carcinoma over primary carcinoma, and 
there are definite disadvantages in such a selection. 

Lymphoma is a great imitator, but the absence of 
splenomegaly (the spleen is not mentioned in the 
history), of peripheral adenopathy and of a sym- 
metrical mediastinal enlargement deprives it of any 
positive support. Teratoma is a rare disease that 
is statistically unsound to diagnose, unless there is 
x-ray evidence of bone or tooth formation within 
the tumor mass. Primary sarcoma of the lung is 
likewise rare. 

In summary, then, the evidence is consistent with 
the diagnosis of bronchiogenic carcinoma of the left 
main-stem bronchus, with mediastinal invasion 
causing paralysis of the left recurrent laryngeal 
nerve, and with pleural invasion. The cause of the 
fibrillation can be explained in one of two ways. 
First, it may have been due to the strain imposed 
on an aging heart by a severe anemia, or second, it 
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may have been due to infiltration of the pericardium 
and cardiac musculature by neoplastic disease. 

Dr. Austin Brues: I saw this patient for the first 
time when she was in shock following the bronchos- 
copy. For obvious reasons, most of which Dr. 
Zamecnik has given, it seemed that the lesion was 
probably a neoplasm and most likely carcinoma. 

She was referred to the X-ray Department for an 
opinion whether, when she was in better condition, 
she might not get some x-ray therapy on the chance 
that this was a radiosensitive lesion. As I remember 
it, the radiologist who was consulted made the 
sensible observation that if this were tuberculosis it 
would probably be the wrong thing to do. We there- 
fore made an effort to rule out tuberculosis and 
succeeded in doing so only by getting a considerable 
number of negative examinations for tubercle 
bacilli. 

Dr. Heven Pittman: I saw the patient in the Out 
Patient Department when she came in complaining 
of shortness of breath and with a story of continued 
blood-spitting. I decided that all the signs added up 
to a bronchial neoplasm and referred her for the 
bronchoscopy that nearly exsanguinated her. 


Cuinicat Diacnosis 
Carcinoma of lung. 


Dr. Zamecnix’s DIAGNosEs 


Carcinoma of lung, left main-stem bronchus, 
with extension to mediastinum and pleura. 

Auricular fibrillation due to anemia or metastatic 
carcinoma of pericardium or myocardium. 


ANATOMICAL DIAGNosiIs 


Epidermoid carcinoma of lung, left main bronchus, 
with metastases to mediastinal lymph nodes, 
pleura, pericardium, right lung and liver. 


PaTHOLoGicAL Discussion 


Dr. Benjamin Casrieman: The autopsy on this 
woman showed that the lesion seen through the 
bronchoscope was a carcinoma that had extended 
into the lung for quite a distance and had infiltrated 
the left side of the mediastinum, completely sur- 
rounding but not invading the ascending aorta, part 
of the arch, with its branches, and the superior vena 
cava. The left recurrent laryngeal nerve was deeply 
imbedded in the tumor. The tumor had also extended 
along the lymphatics of the pericardium. Many 
small neoplastic nodules were present on the visceral 
pericardium, and a few were found on the parietal 
layer. The pericardial cavity contained 500 cc. of 
bloody fluid, -as Dr. Zamecnik suggested. The 
arrhythmia may have been due to the pericardial 
involvement; the myocardium was normal. There 
were metastases to the liver and to the right lung. 
The recent lesions on the right side observed in the 
last roentgenograms were lymphatic metastases. 
The tumor was epidermoid carcinoma. 
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One interesting point in the history was the hoarse- 
ness. If one can rule out aneurysm, as Dr. Zamecnik 
did, the most frequent cause of hoarseness associated 
with a mediastinal lesion is carcinoma, rather than 
the other types of malignant disease. Lymphoma, 
for instance, frequently surrounds the recurrent 
laryngeal nerve but rarely infiltrates sufficiently to 
produce hoarseness. Would you agree tothat, Dr. Aub? 

Dr. Aur: I have never observed hoarseness in a 
case of lymphoma. 

Dr. Epwarp B. Benepict: I have seen it once 
with tuberculosis. 
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Dr. Wiiiiam Beckman: How do you account for 
the fact that the patient’s voice improved 
temporarily? 

Dr. Brues: I do not know that she ever fully 
recovered her voice. 

Was this a radiosensitive tumor? 

Dr. Cast_eman: The epidermoid carcinomas re- 
spond moderately well — not so well as the oat-cell 
carcinomas, but much better than the adeno- 
carcinomas. 

Dr. Zamecnik: Was the phrenic nerve involved? 

Dr. CastLeMAn: No. 
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CARTHAGO DELENDA EST 


Wuew Joshua blew his trumpets before Jericho, 
according to a source of information usually con- 
sidered reliable, the walls came tumbling down. 
Troy went up in flames after the fifth column of the 
Greeks had penetrated its inner defenses. Nineveh 
and Tyre became one with the pomp of yesterday, 
and the merciful jungle has crept in to cover the 
bones of many an ancient city. After the second 
Punic War, when Hannibal had finally been driven 
from Italy, the elder Cato had only one ending for 
his speeches: Carthago delenda est — Carthage must 
be destroyed; and eventually that city, which had 
threatened the security of Rome, was erased from 
the map so thoroughly that corn could be planted 
over its ruins. 
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History repeats itself. Germany, for a century 
the scourge of Middle Europe, had prepared herself 
and had every intention of waging a destructive 
warfare on her European neighbors, if not on all the 
world that resisted her. Warsaw was destroyed. 
Rotterdam was laid waste in cold cruelty, after its 
surrender; the same would have happened to the 
cities of England if Goering had not overestimated 
the power of the Luftzaffe. 

After years of desperate heroism the tide has 
turned, and it is the nations allied against Germany 
that have the mounting air power to destroy the 
cities of that rebellious nation. Berlin is being laid 
waste, and the job will be carried through to the 
finish. A moral question is now being raised, and 
many shocked persons, here and in England, are 
crying out against the violence and the merciless- 
ness of this growing counterattack. We must not 
put ourselves in the category of those who make war 
on civilian populations, they say, and vengeance 
belongs to the Lord. (There is an equally applicable 
aphorism that those who live by the sword must 
perish by the sword.) That able commentator, Ray- 
mond Gram Swing, has taken occasion to answer 
these horror-stricken protestants: in the destruc- 
tion of Berlin we are not primarily making war on 
her civilian population, on her women and children, 
but we are seeking to destroy Germany’s power to 
make war against the world. 

These pacifistic peacemakers are not the only 
ones who have feelings of guilt over the course the 
war has taken; millions of us have feelings of 
remorse. But they are not concerned with the 
destruction of Berlin; they are over our failure in 
the past to have taken the obvious steps necessary 
to prevent this war from breaking out at all. They 
are because we failed to prevent Japan from taking 
Manchukuo; because we failed to protect Ethiopia 
from Mussolini; because we failed to save Czecho- 
slovakia from Hitler in 1938. These are the mis- 
deeds that we should repent — to have failed then 
to use force in order to prevent this violence now. 


CONTROL OF CANCER 


Massacuusetts has always been a pioneer in 
public-health matters, and through the efforts of 
the Department of Public Health during the last 
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seventeen years, ably assisted by the medical 
profession of the Commonwealth, as well as by the 
Committee on Cancer of the Massachusetts Medical 
Society, which was appointed in 1917, the adjusted 
mortality rate for women from this disease in 
Massachusetts has shown a distinct drop, which is 
not the case throughout the country. 

The program of the Department of Public Health 
consists of educational campaigns, a pathological 
diagnostic service, research work, cancer clinics 
and the maintenance of two hospitals adequately 
staffed and prepared to treat the disease by all 
known modern methods. 

The federal government is also interested in the 
control of the disease. The United States Public 
Health Service is co-ordinating the activities of the 
various cancer programs in the country and, in addi- 
tion, supplies radium to certain hospitals and con- 
ducts extensive research work in the National 
Cancer Institute at Bethesda, Maryland. 

The American College of Surgeons has devoted 
much effort in stimulating the establishment of 
cancer clinics, in surveying and improving existing 
cancer clinics and in preparing uniform records. It 
has established a minimum standard for the conduct 
of these clinics, which are modeled after those in- 
augurated in Massachusetts. 

The American Society for the Control of Cancer, 
established thirty years ago, has been a leader in the 
campaign against this disease. It is active instates 
not having an adequate cancer program, and in cer- 
tain other states it supplements the work of public- 
health or other organizations carrying on a campaign 
for the control of the disease. 

The sinister nature of cancer in its late stages is 
everywhere recognized, but much still remains to be 
done to convince the general public that periodic ex- 
aminations by a physician comprise one of the most 
useful methods for the control of cancer. The present 
war provides no excuse for lessening the anti-cancer 
fight, and it is to be hoped that members of the 
medical profession will continue to educate their 
patients and the public at large concerning the value 
of the early recognition of suspicious symptoms by 
means of regular physical examinations. Further- 
more, this effort should be redoubled during April, 
which has been designated ‘Cancer-Control 
Month” by a proclamation of the President. 
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MEDICAL EPONYM 


Grawitz Tumor 


“Die Entstehung von Nierentumoren aus Neben- 
nierengewebe [The Origin of Renal Tumors from 
Adrenal Tissue]” is the title of a paper read by Paul 
Grawitz (1850-1921), then assistant in the Patho- 
logical Institute in Berlin, on April 17, 1884, at the 
Thirteenth Congress of the Deutsche Gesellschaft 
fiir Chirurgie. This paper was published in the 
Archie fiir klinische Chirurgie (30:824-834, 1884). 
A portion of the translation follows: 


I shall try to show that such fetal anomalies not only 
occur, but do so with a frequency that exactly corresponds 
with the frequency of accessory strumas; then I shall ex- 
plain the location of the strumas from the location of this 
sort of supernumerary bits of adrenal tissue; then, from 
the microscopic appearance controvert the assumption 
that the urinary tubules can be the matrix of the tumors; 
and finally, demonstrate the correspondence of these 
strumas with such growths, which quite evidently have 
originated from the adrena! glands. 


R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 
DEATH 


STONE — Ralph E. Stone, M.D., of Beverly, died March 
22. He was in his sixty-seventh year. ; 

Dr. Stone received his degree from Harvard Medical 
School in 1905. He was a member of the staffs of the Beverly 
Hospital, the Cable Memorial Hospital, Ipswich, and the 
North Shore Babies Hospital, Salem, and was consultant 

hysician for the New England Industrial School for the 
Deaf. He was a member of the Massachusetts Medical 
Society, the American Medical Association, the National 
Tuberculosis Association, the Beverly Chamber of Commerce 
and the Harvard Club of the North Shore. 

His widow survives. 


CORRESPONDENCE 


THE MUSE AND BOOK REVIEWS 


To the Editor: The following seems apropos: 


Let’s have done with anonymity — 

k Reviewer, sign your name! 
Naught writ of honest scrutiny 
Can enkindle mutual shame. 


For if your stuff is worthy to be 
called first rate, "tis felt, 

At least an author should be shown 
just how your name is spelt. 


No; don’t steal up behind a man 
who dares his toil undim; 

For praise or blame, oblivion, fame, 
Stand up in front of him! 


Apert Evans 
416 Marlboro Street 
Boston 
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